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Background: As members of a marginalized and socially devalued group, gender minority 
(GM) individuals regularly experience rejection in healthcare experiences. These rejecting 
experiences lead to barriers to healthcare access and health disparities. Consequently, GM 
individuals’ may develop anxious and avoidant attitudes toward their healthcare needs. When 
considering healthcare, an individual’s inherent attitude informs their intent to seek medical help 
(ISMH), defined as the attitude that influences one’s decision to seek medical help. When an 
individual has a hyper-sensitive reaction to perceived rejection, this is termed rejection 
sensitivity (RS).  
Purpose: The purpose of the study was to determine if the independent variable, RS, produced 
an effect on the dependent variable, ISMH, in GM individuals. Additionally, the study aimed to 
examine the possible confounding effects of demographic and health-related variables on the 
effect of RS on ISMH. Finally, the study aimed to describe demographic and health-related 
variables in the study sample.  
Methods: This study conceptualized the sensitized attitudes and intentions that emerge from 
rejection using an adopted version of Levy, Ayduk, and Downey’s (2001) RS Model. A 
correlation, cross-sectional design was used. Participants (n = 100) were recruited online and in-
person by a convenience nonprobability sampling technique. Inclusion criteria was a) age 18 and 
older, b) having a gender identity that is not traditionally or consistently associated with the male 
or female gender assigned to the individual at birth. Surveys were administered from June 2019- 
August 2019 via internet based Qualtrics
®
. RS was measured using a modified version of the 
Gay Rejection Sensitivity Questionnaire. Demographic and health-related variables including 
social determinants of health (SDOH) were also collected and examined for central tendency and 
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confounding effects. The ISMH was measured using the ISMH: Action-Intention Subscale. The 
variables were analyzed using multiple linear regression with Statistical Package Social Sciences 
(SPSS) software version 26.  
Results: Pearson’s correlation was used to assess the relationship between ISMH and RS. It was 
found that there was not a statistically significant correlative relationship between RS and ISMH. 
The multivariate linear regression enter and hierarchical modeling process was used to assess the 
confounding effects of chosen demographic and health-related variables including age, gender 
identity, chronic anxiety, and a cluster of SDOH (having insurance, education, and income) on 
the relationship of RS to ISMH. While SDOH clusters, chronic anxiety, and gender identity were 
found to be statistically significant, the model failed to demonstrate that RS predicts ISMH when 
controlling for demographic and health related variables.  
Discussion: When compared with normative data, this study’s sample demonstrated higher 
levels of RS and lower ISMH, overall. It was identified that non-binary GM individuals reported 
greater health concern than binary GM individuals, especially with regards to mental health. In 
this study sample, levels of chronic anxiety and depression were higher for those identifying as 
non-binary GM. Several SDOH indicators in the sample were shown to have less ISMH 
including not having a regular healthcare provider (HCP), not having insurance, having chronic 
anxiety, being low income, being of Caucasian race/ethnicity, age under 26 years old, having 
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Chapter 1: Introduction 
For gender minority (GM) individuals, those individuals whose gender identity does not 
typically and consistently match their assigned birth sex, inadequate healthcare poses a regular 
and ongoing problem despite what is known regarding existing healthcare disparities for this 
population (White Hughto, Pachankis, & Reisner, 2015). Discrimination associated with 
healthcare experiences has resulted in many GM individuals opting to delay or avoid seeking 
necessary medical help. According to the National Transgender Discrimination Survey, 28% of 
GM individuals have postponed seeking necessary medical attention, and 33% have completely 
due to past experiences associated with rejection and discrimination in the healthcare setting 
(Grant, Mottet, & Tanis, 2010). When rejection is repeated over time, sensitivity to rejection 
during future, similar experiences may develop. GM individuals who have previously 
experienced repeated rejection in the healthcare setting may manifest their sensitivity by 
avoiding or delaying the request for medical help. This section introduces the main topic of the 
conducted study, rejection sensitivity (RS) and intention to seek medical help (ISMH) among 
GM individuals, including (a) the research problem and background; (b) the importance of this 
topic to nursing; (c) operational definitions; (d) a statement of purpose; and (e) the specific aim 
of the study.  
Research Problem and Background 
 As a historically stigmatized minority population, GM individuals regularly experience 
discrimination and rejection in the healthcare setting. Choosing to avoid or delay seeking 
medical help, for addressing preventative or maintenance issues or obtaining curative care, can 
have serious ramifications for an individual, in addition to larger consequences for the 
epidemiological health of a population or society (Fischer, Dornelas, & DiLorenzo, 2013). 
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Delayed or avoided medical help results in the development of disparities in access to care and, 
consequently, to poorer than average health outcomes for both mental and physical health (James 
et al., 2015). These disparities are so well-documented that they have been identified by the 
National Institute of Health (NIH) as meeting the level of importance to necessitate a strategic 
plan, designed to increase the research initiatives for improving health among sexual minority 
and GM populations (National Institute of Health Sexual and Gender Minority Coordinating 
Committee, 2016).  
GM individuals and other marginalized populations are at risk for a higher incidence of 
morbidity than non-marginalized populations (Meyer, 2003). According to the Substance Abuse 
and Mental Health Services Administration (2012), GM populations are at higher risk for several 
physical and psychological health conditions, including injury and violence (up to 60% increased 
risk), suicidal ideation (up to 65% increased risk), substance abuse (up to 46% increased risk), 
and human immunodeficiency virus (HIV) infection (up to 68% increased risk in trans women). 
Many GM individuals undergo hormone supplementation to assist the gender transition process. 
Although these procedures are typically supervised by a healthcare provider (HCP), many GM 
individuals opt to use street-obtained hormones and undergo the process with no medical help 
(up to 63%), despite the dangers associated with long-term hormone supplementation (Sanchez, 
Sanchez, & Danoff, 2009), which can include increased risks of cardiovascular disease, stroke, 
depression, and anxiety (Irwig, 2018; Whitcomb et. al., 2018).  
The umbrella term GM can refer to either binary or non-binary gender identities. The 
study defined GM as “one who crosses or transcends culturally defined categories of gender” 
(Bockting, 1999), departing significantly from traditional gender norms by having a gender 
identity that does not match their sex assigned at birth. Although the term GM is “used 
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interchangeably with transgender” (IOM, 2011), not all GM individuals have a binary identity; 
for example, identifying as female, despite being assigned as male at birth, or identifying as 
male, despite being assigned as female at birth (Scandurra et al., 2019; Vitelli et al., 2017). 
Binary male/female transgender individuals are not interchangeable with other non-binary GM 
identities; including gender non-conforming, non-binary, or genderqueer, and these terms all 
represent very different identity experiences (Scandurra et al., 2019; Matsuno, 2019; Monro, 
2019). However, few studies have recognized and examined the differences between binary and 
non-binary GM individuals (Reisner & Hughto, 2019; Richards et al., 2016). In fact, among the 
literature that does define the differences between binary and non-binary gender identities, most 
was published in 2018 or later. Research on GM individuals’ experiences with health, healthcare, 
and HCPs has generally focused on individuals who are principally or solely described as binary-
identified such as transman/transwoman, transmale/transfemale, or transfeminine/transmasculine 
(Goldberg, Kuvalanka, Budge, Benz, & Smith, 2019; Mizock & Lundquist, 2016; Rachlin, 
2002).  
Non-binary individuals, such as genderqueer and gender non-conforming may experience 
differing health disparities than GM individuals who associate with binary identities due to a lack 
of understanding and/or acceptance regarding non-binary identities (Goldberg et al., 2019; 
Matsuno & Budge, 2017). Non-binary GM individuals, those individuals whose identity is not 
defined by man/male or woman/female normative categories, have been shown to account for an 
estimated 25%–35% of the GM population (James et al., 2015). Although all GM individuals 
experience elevated levels of discrimination and stigma relative to the cisgender population, 
recent studies have begun to focus on the specific experiences of non-binary individuals, as a 
sub-group of GM individuals (Burgwal et al., 2019; Goldberg et al., 2019; Howell & McGuire, 
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2019; Kattari, Atteberry-Ash, Kinney, Walls, & Kattari, 2019; Lefevor, Boyd-Rogers, Sprague, 
& Janis, 2019; Motmans, Nieder, & Bouman, 2019; Reisner & Hughto, 2019; Monro, 2019; 
Richards et al., 2016; Scandurri et al., 2019). Non-binary GM individuals experience harassment, 
abuse, depression, and anxiety at rates higher than cisgender and binary gender normative GM 
populations, with approximately 50% of non-binary GM individuals reporting harassment and/or 
abuse, and approximately 66% of non-binary individuals reporting the contemplation of suicide 
(Lefevor, et al., 2019). Testa et al. (2015) reported that all GM individuals experience internal 
and external stressors associated with their gender identity, including those reflective of RS such 
as hypervigilance to rejecting interactions, avoidance of interpersonal interactions and “passing” 
as a gender to avoid discrimination or violence. However non-binary GM individuals may 
experience more frequent and intense discrimination than GM individuals with binary identities. 
Specifically, genderqueer individuals are oppressed at greater rates than any other gender 
identity group (Lefevor et al., 2019; Testa et al., 2015). These inflated discriminatory 
experiences may lead to future negative expectations of rejection (RS). Additionally, it may lead 
non-binary GM individuals to avoid important interpersonal relationships including seeking 
necessary medical help (Lefevor et al., 2019; Testa et al., 2015; Wyss, 2004). Thus, 
hypervigilance about the potential for future negative experiences of discrimination and rejection 
may be used as coping skill to avoid harm while still being harmful to mental health (Hendricks 
& Testa, 2012). 
Despite significant health concerns regarding this subgroup of the GM population, a 
recent review of the literature identified limited studies designed to address the unique 
experiences of non-binary GM individuals (Reisner & Hughto, 2019). With these elevated health 
risks, both GM individuals with binary identities and non-binary GM individuals may require 
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access to safer, more frequent, and more competent medical monitoring and intervention. 
Unfortunately, external and inherent barriers may impede medical access for this population. 
An individual’s inherent attitude towards healthcare informs ISMH (Fischer et al., 2013), 
which can be defined as a person’s willingness to seek medical help or healthcare for preventive, 
maintenance, or curative medical treatment (Fischer et al., 2013). A marginalized individual who 
has a history of experiencing status-based rejections during healthcare encounters, the individual 
may develop attitudes towards healthcare that may deter that individual from seeking future 
medical help. As a marginalized minority group, GM individuals have demonstrated a reduced 
propensity to seek medical help for physical concerns compared with cisgender individuals 
(Howell & McGuire, 2019), which may be informed by past experiences with rejection among 
the GM individuals. 
GM individuals are likely to have experienced rejection during their lifetimes. A majority 
of GM individuals experience familial rejection early in life, as children (Grant et al., 2010). The 
repeated exposure to rejection from social institutions, including schools, government, and 
healthcare institutions, may cause a rejected individual to anxiously expect, readily perceive, and 
intensely react to perceived status-based rejection (Downey & Feldman, 1996; Mendoza-Denton, 
Downey, & Pietrzak, 2008; Mendoza-Denton, Downey, Davis, Purdie, & Pietrzak, 2002). This 
hypersensitive reaction has been termed RS, which is a phenomenon that can undermine the 
successful development of interpersonal relationships and valued life goals. Because of the 
disproportionately large presence of RS among minority and marginalized populations, RS may 
represent a major factor that contributes to inherent barriers in the pursuit of adequate healthcare 
for GM individuals (Downey & Feldman, 1996; Zimmer-Gembeck, 2015).  
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 Importance to Nursing 
RS is a greatly underrepresented phenomenon in the nursing literature (Stafford, 2007). 
However, RS is a concept that may help nurses to better understand and intervene in medical 
help-seeking behaviors that are not congruent with the recommended health-seeking guidelines, 
including recommendations for preventative and curative healthcare. Introducing the concept of 
RS among GM populations to nurses can increase the understanding among nurses of the 
consequences of rejection from healthcare institutions when experienced by diverse and 
marginalized populations, including the consequences of unhealthy and non-concordant health 
behaviors. Ultimately, through the disconfirmation of rejection during healthcare experiences 
among marginalized groups, nurses can legitimize and address the concerns of GM patients, 






Term Definition Reference 
Gender Identity Refers to a person’s basic sense of their own 
gender. Gender identity can be congruent or 
incongruent with one’s assigned sex at birth, 
which is based on the appearance of the 
external genitalia 
  
Institute of Medicine 
(IOM), 2011 
Gender Minority One who crosses or transcends the culturally 
defined categories of gender, departing 
significantly from traditional gender norms by 
claiming a gender identity that does not match 
the sex assigned at birth.  
  
Bockting, 1999; IOM, 
2011 
Transgender A term used to describe the full range of 
people whose gender identities and/or gender 





associated with their sex assigned at birth. 
  
2015 
Non-binary identity Individuals who identify as both male and 
female, neither male nor female, outside of 
the gender binary, and/or reject all gender 
identities; those whose identity is not defined 
by man/male or woman/female normative 
categories, 
 
Matsuno & Budge, 
2017; James et al., 
2015 
Binary identity Individuals who identify as (e.g.) transman 
and transwoman; that in which an individual 
identifies as a woman if they were assigned 
the male sex at birth or as a man if they were 
assigned the female sex at birth 
 
Goldberg et al., 2019; 
Vitelli et al., 2017 
 
Cisgender Refers to a person whose gender identity is 
congruent with the sex assigned at birth. 
  
APA, 2015 
Non-monosexual Individuals with sexual attraction to more 
than one gender (e.g. bi/pansexual, queer) 
 
Dyar et al., 2020 
Monosexual Individuals with sexual attraction to one 
gender (e.g. gay, lesbian, heterosexual) 
 
Dyar et al., 2020 
Intersex A congenital diagnosis, in which genetic sex 
(chromosomes) and phenotypic sex (genital 
appearance) do not match or are different 
from the "standard" definition of male or 
female. 
  
Intersex Society of 
North America, 2008 
Rejection Sensitivity A hyper-sensitive reaction to rejection which 
causes the rejected individual to anxiously 
expect, readily perceive, and intensely react 
to perceived rejection. 
 
Downey & Feldman, 
1996 
Intent to Seek 
Medical Help 
The attitude that influences one’s willingness 
to seek medical help, or healthcare, for 
preventive, maintenance, or curative medical 
treatment. 




Statement of Purpose 
The effects of RS on ISMH have not been examined among the GM population. 
Rejecting experiences are known to be common among GM individuals when seeking and 
receiving healthcare services (Kosenko, Rintamaki, Rany, & Maness, 2013; Seelman, Colon-
Diaz, LeCroix, Xavier-Brier, & Kattari, 2017). Encountering rejection is also known to result in 
inflated expectations of future negative experiences and the development of RS (Downey & 
Feldman, 1996; Mendoza-Denton et al., 2008). Furthermore, inherent attitudes are primary 
factors that affect an individual’s ISMH (Fischer et al., 2013). Therefore, RS is hypothesized to 
affect the ISMH among GM individuals. Therefore, identifying this effect is important for 
improving healthcare experiences for GM individuals. 
 Specific Aim 
The primary aim of this study was to determine if RS produces an effect on ISMH in GM 
individuals. Additionally, this study aimed to examine whether demographic and health-related 
variables, confound the effect of RS on ISMH. Finally, this study aimed to describe demographic 
and health-related variables in the study sample.  
Research Questions  
a. What effect does RS have on the ISMH in GM individuals? 
i. H1: RS has an effect on ISMH in GM individuals. 
b. Do demographic and health-related variables including having health insurance, 
having a HCP, and being diagnosed with a chronic illness confound the 
relationship between RS and the ISMH among GM individuals? 
i. H2: Select demographic and health-related variables will confound the 
effect of RS on ISMH. 
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Summary 
 It is known that GM individuals experience disparity and poor outcomes in their health 
and their healthcare experiences. Repeatedly, GM patients are faced with rejection which may 
determine their decisions to seek needed medical help. Unfortunately, those decisions may also 
result in delaying or avoiding necessary medical treatment. With the current evidence suggesting 
this possibility, research is needed to examine whether RS is truly affecting the ISMH in GM 
individuals.  
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Chapter 2: Review of the Literature 
 This section reviews the literature about the primary variables of the proposed research: 
ISMH and RS. Literature included in this review focuses on contributing factors associated with 
the research problem. The strategy employed by the author examined major search concepts 
including (a) rejection sensitivity, (b) health-seeking behaviors, (c) medical help-seeking 
attitudes, intentions, and behaviors, (d) barriers to healthcare, (e) healthcare disparities, (f) and 
gender minorities and gender minority terms were combined to form search phrases. Search 
phrases were entered without date restrictions into five electronic reference databases: Cochrane, 
CINAHL, PubMed, PsychInfo, and Academic Search Premier. Terms were also entered into 
Google for supplemental readings and internet-available books. Articles were chosen to highlight 
the state of the science and subsequent gaps specifically associated with aspects important to 
healthcare for GM individuals.  
State of the Science 
The focus of this review is to examine and describe the existing barriers to access to care 
among GM individuals and to provide an overview of the concepts that inform ISMH. 
Additionally, this section provides a general review of the existing research exploring RS among 
marginalized populations. Together, the examination of these concepts will form the foundation 
for the examination of the relationships presented in this study. 
Intent to Seek Medical Help  
 The basis of most medical help-seeking theories is that people who hold an attitude of 
trust toward medical help and medical help-providers will display compliant and proactive 
medical help-seeking behaviors (Fischer et al., 2013). Conversely, those individuals who have 
formed attitudes of mistrust, fear, apprehension, or other similar attitudes, based on past negative 
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medical help experiences, may be more likely to delay or avoid seeking medical help. Minority 
groups tend to have a long history of encountering negative experiences and, thus, have 
developed adverse attitudes toward formal healthcare (Sorkin, Ngo Metzger, & De Alba, 2010). 
The adverse attitudes that are prevalent among these groups then reinforce avoidant health-
seeking behaviors (Shane, 2014). The literature that describes and explores medical help-seeking 
intentions, attitudes, and behaviors are consistent with the RS literature in many ways, including 
reports of a higher prevalence of medical help-seeking delay and avoidance behaviors among 
marginalized populations. For this literature review examining ISMH, the included articles 
reviewed were selected for their historical and foundational importance and to demonstrate the 
concepts that are congruent with the concepts associated with RS, including medical help-
seeking attitudes and behaviors among marginalized populations, especially GM populations. 
Because the literature examining medical help-seeking is large and varied, only 21 articles were 
included in this review: 4 for historical significance, 7 that included examples of medical help-
seeking behaviors among marginalized populations, and 10 that specifically discussed ISMH 
among GM individuals. 
Foundations of ISMH  
Medical help-seeking theories and models emerged in the 1970s, with the popularization 
of medical sociology. These theories associated the ISMH with several factors, including a) the 
ability to perceive the presence of symptoms, b) the perception that symptoms are harmful in 
nature, c) the degree to which the harm is perceived, d) the extent to which symptoms disrupt the 
individual’s life, e) the role of cultural beliefs and the experience of symptoms, f) the extent of 
knowledge regarding the symptoms being experienced and what they may indicate, g) the extent 
to which an aberrant psychological disposition may distort the reality of the symptoms being 
12 
experienced, h) competing needs and priorities, including the availability of resources, to 
effectively address the perceived medical needs associated with symptoms (Mechanic, 1978). 
During this early era, several frameworks emerged, uniting sociology and healthcare, to explain 
intentions, attitudes, and behaviors. One framework that continues to be supported in modern 
research that examines medical help-seeking behavior was proposed by Andersen and Newman 
(1973), to describe the social and individual determinants of healthcare utilization. This 
framework delineates the combination of socio-cultural (extrinsic) and individual (inherent) 
determinants that affect health service utilization levels. If the sociocultural and individual 
determinants support the accessibility of medical help, then an individual will be more likely to 
seek medical help. However, if the sociocultural and individual factors do not typically associate 
with the easy accessibility of medical help, then the individual will be less likely to seek medical 
help. Based on these and other, similar frameworks, additional research emerged, throughout the 
1980s and 1990s that applied these frameworks to specific populations and health circumstances. 
 Although historical models of medical help-seeking behaviors have supported inherent 
and extrinsic factors as being the primary factors that determine whether an individual seeks 
medical help, individual attitudes were found to be the primary factor associated with when and 
how someone interacted with HCPs (Sharp, Ross, & Cockham, 1983). Despite overwhelming 
evidence that disadvantaged communities are more likely to avoid seeking medical help, due to 
the presence of institutional stigma and discrimination, research in the 1980s demonstrated that 
members of low-socioeconomic status (SES) communities largely intended to seek medical help 
and held very positive attitudes toward physicians, under conditions of perceived medical need 
(Sharp et al., 1983). However, in the 1990s, Strain’s (1991) research on older individuals 
indicated the existence of an attitudinal factor, skepticism, which significantly affected an 
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individual’s decisions to seek, delay, or avoid medical help. The culture of blind reliance on 
HCPs as the only answer to health problems began to dissipate and was replaced with a more 
prevalent culture of skepticism. The cause of this shift is unclear from the literature; however, 
modern research examining ISMH and related concepts no longer demonstrates the formerly 
prevailing positive attitude toward the healthcare system among marginalized populations. 
ISMH and Marginalized Populations 
With the growing awareness of the link between marginalized populations and poor 
health outcomes, racial minorities became a focus of medical help-seeking research in the 2000s. 
Diala et al. (2001) examined the factors that influence the attitudes among African Americans 
regarding medical help-seeking, especially for mental health treatment. The results indicated that 
African Americans were more likely than Whites to seek initial mental health treatments if they 
believed they needed treatment. However, upon experiencing services, African Americans were 
significantly more likely to report resulting negative attitudes. These resulting negative attitudes 
may inform future ISMH behaviors (Diala et al., 2000). These results were unexpected by the 
researchers and did not initially support the original hypothesis that African Americans would 
avoid mental healthcare because of negative attitudes toward healthcare. However, this two-part 
publication had many limitations, including the failure to capture the importance of low-SES 
prevalence among African Americans. In fact, the authors suggested that the study participants 
may have overrepresented the higher SES. Higher-SES patients would likely have access to 
resources that are not regularly available to marginalized populations, such as a relationship with 
a regular HCP, appropriate health insurance, and sufficient income to pay for treatment (Diala et 
al., 2000). The unexpected outcomes of this research indicated that additional research was 
warranted among minority populations. 
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 Dornelas, Fischer, and DiLorenzo (2014) examined ISMH from the perspective of three 
populations: African American, Hispanic, and White individuals. The study aimed to determine 
whether specific attitudes may result in the development of medical health-seeking barriers 
among different racial groups. This study built upon the foundational belief established by 
Anderson and Newman (1973) that attitudes are significant predictors of whether an individual 
will seek medical help. The findings were consistent with earlier findings that the two minority 
groups, African American and Hispanic individuals, were more likely to report positive ISMHs 
than White respondents. Although this study included a large sample size, of 380 individuals, 
and the demographic data were representative of the population in Connecticut, where the study 
was conducted. This environment where the study was conducted may have contributed to other 
limitations. The researchers indicated evidence that the minority individuals who reported 
positive attitudes toward medical help-seeking also reported higher education levels and SES. 
Because African American and Hispanic populations have been reported to be more likely to be 
less educated and have a lower SES, these individuals may not be representative of the overall 
African American and Hispanic population in the United States (Masuda et al., 2009). 
Ultimately, this research suggested that seeking medical help to treat mental health problems is a 
complex process, to which different sociocultural belief systems can contribute. For example, 
seeking medical help is often stigmatized among African Americans. Additionally, African 
Americans may experience different symptomology compared with Whites (Masuda et al., 
2009). Therefore, those individuals who reported positive attitudes in regard to seeking mental 
health services may also have been those who perceived the necessity of those services. 
However, because significantly fewer African Americans actually seek mental health services, 
this may have indicated that some African Americans who could have benefited from treatment 
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did not perceive that they actually needed the treatment. A complex interplay among individual 
and cultural beliefs ultimately determines whether an individual opts to seek medical help. 
Although these two large studies reported similar findings, the literature revealed significant 
conflicts across several other studies. 
 Masuda et al. (2009) demonstrated a different perspective regarding the attitudes and 
intentions toward medical help-seeking among minority populations. The focus of the study was 
to examine attitudes toward mental health treatment. However, the study found that African 
American and Asian American college students had less favorable attitudes toward seeking 
medical help and engaged in medical help-seeking behaviors to address mental health problems 
less frequently than White American college students. The study was performed using a large 
sample size, including 254 White Americans of European descent, 182 African Americans, and 
82 Asian American college students. The researchers sought to establish a connection between 
previous experiences with psychological health services and current attitudes toward seeking 
psychological services. White respondents had largely negative attitudes, whereas the African 
American and Asian American respondents felt more positive about seeking psychological 
services. There was, however, no direct link between medical health-seeking attitudes and actual 
behaviors. Few of the minority respondents reported actually seeking psychological health 
services. African American and Asian American respondents reported increased stigma 
associated with seeking psychological health services. Along with the prevalence of stigma 
toward seeking mental health services, researchers also identified the prevalence of self-
concealment among minority respondents who believed they had psychological symptomology. 
A shift from the generally positive views regarding ISMH among marginalized racial groups to 
the generally negative views regarding ISMH may be the result of poor experiences with medical 
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services. Negative medical experiences can lead to the development of subsequent negative 
views regarding ISMH. 
Barriers to Healthcare Access among Marginalized Populations 
To better understand the attitudes surrounding ISMH among marginalized individuals 
existing literature regarding the barriers to healthcare access and health and healthcare disparities 
among populations must be explored. The final report on health and healthcare disparities from 
the National Quality Forum (2017), a report funded by the Department of Health and Human 
Services, indicated that disparities continue to exist for cardiovascular disease, cancer, diabetes, 
and chronic kidney disease, infant mortality/low birth weight, and mental illness among 
marginalized populations, including those with less education, low SES, and racial minorities. 
The report referred to over 600 studies that supported their findings. One of the primary drivers 
of disparities identified by the National Quality Forum (2017) was attitudes. Negative attitudes 
toward medical help-seeking are widespread among minority subgroups, throughout the 
literature. A review of the nursing literature over five decades provides a comprehensive 
overview of the stability of these negative attitudes. Flaskerud et al. (2002) reported a shift in 
focus, at the time of their review in 2002, toward a social determinant-based and public health 
approach to addressing disparities and away from addressing the inherent personal factors of the 
individual. Although this shift represents an important step, a holistic view of the drivers that 
determine disparities, including both intrinsic and extrinsic factors, should be maintained. 
Current studies have incorporated more holistic approaches to medical help-seeking research 
among diverse and vulnerable populations, by incorporating the personal experiences of 
marginalized groups as they seek and receive healthcare. 
Marginalized, vulnerable, and diverse populations have reported experiencing widespread 
stigma and discrimination when seeking and receiving healthcare. Goodman et al., 2017, 
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examined the experiences of native Canadian Aborigines when seeking and receiving healthcare, 
using a qualitative method. The Canadian Aborigines’ experiences were consistent with other 
racial minority populations, with racial stereotyping, poor treatment by HCPs and staff, and even 
being treated in a violently dismissive way. The study highlighted themes, including the 
development and reinforcement of negative attitudes toward HCPs and healthcare systems, a 
perceived need to provide minimal information, to avoid poor treatment, and the fear of returning 
for future healthcare needs (Goodman et al., 2017). These themes of experiencing stigma, 
discrimination, and rejection appear repeatedly in studies that explore the experiences of 
vulnerable minority subgroups. One group that has experienced a rapidly growing presence in 
the medical help-seeking literature is GM individuals. 
Barriers to Healthcare Access and GM Individuals 
In the context of healthcare, research consistently reports that GM individuals experience 
widespread discrimination, stigma, and other rejections (Bockting, Miner, Romine, Hamilton, & 
Coleman, 2013). These discriminatory experiences may affect their intentions to seek and 
receive medical help. A brief review of the key themes from the literature examining ISMH 
among the general population revealed that cognitive-attitudinal factors are primary factors in the 
determination of ISMH (Fischer et al., 2013). Literature that addresses GM perceptions of access 
to healthcare consistently reveals that negative experiences inform future intent (Romanelli & 
Hudson, 2017).  
Experiencing rejection in a healthcare setting has been suggested to be even more 
embarrassing and fear-inducing than other settings in which GM individuals may experience 
rejection (Glick, Adrinopoulos, Theall, & Kendall, 2018). The physical and mental healthcare 
needs of GM individuals are complex, even among healthy individuals. Not only do GM 
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individuals have routine healthcare needs but many are also seeking specific gender-affirming 
medical help, such as gender-affirming surgeries, hormone treatments, and mental health 
treatments. For example, as many as 80% of GM adults engage in or desire gender-affirming 
hormone therapy (Grant et al., 2010). Gender-affirming medical help represents a vital 
component for many towards not only transitioning to their preferred gender identity but also to 
improve chronic mental health disorders, including social anxiety, depression, generalized 
anxiety disorder, and post-traumatic stress disorder (Butler et al., 2019; Tomita, Testa, & 
Balsam, 2019). Experiencing gender-affirming medical interventions represents an important 
step for many GM individuals.  
Despite what is known regarding the need for comprehensive, gender-affirming 
healthcare, disparities in care among GM patients continue to exist. According to the 2015 US 
Transgender Survey, barriers experienced by GM individuals include inadequate insurance, poor 
treatment by HCPs, and being treated by providers who lack experience and education regarding 
the proper treatment of GM patients (James et al., 2016). Many GM individuals have 
experienced rejection by HCPs, including denial of care, abuse, and harassment (Bockting, 
Miner, Romine, Hamilton & Coleman, 2013; Grant et al., 2010; Hughto, Pachankis, & Reisner, 
2018; James et al., 2016). These negative experiences may result in the development of a fear of 
rejection, which can be a powerful motivator that prevents many GM individuals from seeking 
comprehensive healthcare services (Rood et al., 2016; Seelman, Colon-Diaz, LeCroix, Xavier-
Brier, & Kattari, 2017). Therefore, many GM patients who seek health services opt to present as 
cisgender, avoid or delay seeking health services, or seek alternative methods of healthcare 
(Kcomt, 2019; Hughto et al., 2018; Rood et al., 2016).  
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The choice to seek healthcare, specifically for gender transition-related services, in 
settings other than traditional, formal healthcare settings can be unregulated and dangerous. 
These settings may include alternative healthcare offices, online pharmacies, the sharing of 
medications with acquaintances, self-experimentation, and the black-market. Because existing 
evidence strongly supports the prevalence of adverse attitudes toward formal and traditional 
healthcare among GM patients, GM patients may regularly delay and avoid conventional 
healthcare and seek alternative forms of unregulated and potentially dangerous healthcare 
(Bradford, Reisner, Honnold, & Xavier, 2013). 
 In addition to experiencing rejection within the institution of healthcare, GM individuals 
report experiencing rejection from HCPs. Adverse experiences include being treated rudely and 
with disrespect, being asked gender identity-related and invasive questions, even when seeking 
non-transition-related healthcare, having confidentiality breached, and having their gender 
identity treated as a mental health disorder (Bockting, Robinson, Benner, & Scheltema, 2004; 
James et. al., 2015; Shane, 2014). Because of the rejection that GM patients have experienced 
when seeking medical help, greater than half (52%) have reported that they are afraid of being 
denied medical help when they require it (Poteat, German, & Kerrigan, 2013).  
 Although large, well-funded, and longitudinal studies examining GM healthcare and 
barriers to care have been performed, few studies have focused on the attitudes of GM 
individuals toward seeking and receiving healthcare (Shane, 2014). A recent study comparing the 
medical help-seeking attitudes between cisgender and transgender individuals was performed in 
Ireland (Howell & McGuire, 2019). Although mental health-related medical help-seeking 
attitudes were similar in both groups, physical health-related needs continued to be significantly 
under-sought among the transgender group. The authors attributed this difference to the stigma 
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associated with the unique physical needs presented by GM individuals when transitioning 
genders (Howell & McGuire, 2019). The physical transition process can be long and arduous and 
requires specialized care. Additionally, even post-transition individuals continue to require 
physical healthcare that does not conform to the usual standards of care. For example, 
transgender men who retain reproductive anatomy, including a cervix, are less likely than 
cisgender women to seek ongoing cervical cancer screening (Johnson, Wakefield, & Garthe, 
2020). The reasons for the reduced pursuit of physical healthcare are multifactorial, including 
past negative experiences and non-inclusive healthcare environments (Johnson et al, 2020).  
Although past negative experiences may include experiences that are specific to 
healthcare services, they may also include non-healthcare-related physical trauma and abuse. 
Trauma-related attitudes, such as fear, may be the consequence of past negative experiences 
among GM individuals, which can result in the development of an aversion toward experiencing 
intimate physical medical interventions (James et al., 2016; Johnson et al, 2020). Unfortunately, 
limited studies have directly addressed how negative experiences, such as trauma and fear, may 
inform the healthcare choices made by GM individuals (Shane, 2014).  
GM patients are often subjected to non-inclusive healthcare environments. Physician’s 
offices and hospitals often lack literature that embraces gender-diverse wording, electronic health 
records do not reflect non-cisgender binary or non-binary identities, and changing names and 
genders on medical records to reflect transitioning GM individuals can be a difficult process 
(Bosse, Leblanc, Jackman, & Bjarnadottir, 2018). Eyssel, Koehler, Dekker, Sehner, and Nieder 
(2017), reported that GM patients felt that transition-related healthcare should have a more 
patient-centered approach. Ultimately, the GM health literature recognizes that external barriers 
exist to the receipt of adequate healthcare among this population. However, there is less 
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comprehensive research that examines the inherent motivations behind seeking or avoiding 
necessary healthcare. Improving GM healthcare requires a clear understanding of the motivations 
that drive the delay and avoidance of crucial medical help.  
Rejection Sensitivity 
In alignment with the purposes of this literature review, all 20 of the reviewed articles 
examining the effects of RS involved marginalized individuals or groups or interpersonal 
relationships, as the primary focus of the described research. The discussion of the findings in 
this literature review is organized into two primary themes, and two sub-themes, each, that were 
identified across the chosen RS literature. The first primary theme is the experience of RS among 
marginalized groups, including race-based RS and gender and sexuality minority-based RS. The 
second primary theme includes the outcomes and consequences of RS, including effects on 
interpersonal relationships and health. 
Minority Populations and RS: Race Minorities 
Race-based RS has a large presence in the RS literature. Mendoza-Denton et al. (2002) 
initiated this branch of research with their multiple study approach to the examination of race-
based RS and the relationships between minority groups and fellow students, instructors, and the 
institution of academia, itself. In their three-part study, they observed that, over the course of 
three years, students reported high RS at the beginning of the study displayed higher levels of 
anxiety and worse academic performance outcomes than those with low raced-base RS. These 
findings indicated that high levels of race-based RS resulted in negative outcomes related to life 
goals and values, which was corroborated across multiple other studies. A further examination of 
university academics and race-based RS by Mendoza-Denton et al. (2008) showed a significant 
correlation between high RS and low institutional identity, as well as low academic performance. 
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Students were also less likely to remain enrolled at a university when identified as having high 
race-based RS. This study demonstrated the consequences of RS, including the altered pursuit of 
life goals, associated with poor academic follow-through and performance, and the undermining 
of interpersonal and institutional relationships. A strength of this study was that it examined 
race-based RS over a four-year period, to demonstrate the endurance of the influence of RS on 
negative social outcomes. However, the authors also suggested some evidence that high race-
based RS can result in an attitude of “well I am here and better make the best of it”; however, 
this idea was not addressed in the particular study reviewed here (Mendoza-Denton et al., 2008, 
pg. 907).  
Although much of the race-based RS literature has reported negative outcomes, evidence 
of positive outcomes also exists. African American and Latino/a students with high levels of 
race-based RS demonstrated reduced somatic symptomology in the presence of cross-racial 
friendships (Page-Gould, Mendoza-Denton, & Mendes, 2014). Negative RS consequences can be 
mediated through interventions, such as positive out-group friendship experiences, suggesting 
implications for future intervention research. Although these findings were positive, there were 
also limitations to this study. The measurement of cross-racial relationships was limited to a 
single question asking if the participant had a friend of another race, and did not address whether 
the friendship was with a member of the perceived majority population, how meaningful the 
relationship was, or whether the relationship was current. 
In addition to the academic setting, race-based RS can manifest in workplace settings. 
Wu, Lyons, and Leong (2015) examined the interplay between racial bullying, racial/minority 
stress, and race-based RS. Racial bullying and race-based RS were both significant predictors of 
stress, and racial bullying was a significant predictor for race-based RS. These findings are 
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consistent with the previously reported association between RS and the altered pursuit of life 
goals, associated with an increased incidence of quitting one’s job and undermining professional 
relationships, due to the anxious expectation of being bullied in the workplace. Although these 
were important findings, the convenience sample was recruited from the researcher’s university 
undergraduate psychology students, who held a job for one month or more. However, students 
who have only one month of work experience may not have sufficient longevity in the workplace 
to have experienced either bullying or the stress associated with repeated experiences of 
bullying, which a significant limitation of this study. 
Minority Populations and RS: Gender and Sexuality Minorities 
Although not a minority group, women continue to be treated as a marginalized group in 
contemporary society, making them susceptible to RS. For example, women with low SES 
status, and RS were associated with risky social and health behaviors, based on a quantitative 
study examining the correlations between RS and HIV-risk behaviors (Berenson et al., 2015). 
The inclusion criteria for this study were that women had little or no income and had been in a 
heterosexual relationship for longer than six months. The results showed a significant association 
between high RS and a high incidence of risky sexual behaviors. In this study, high RS was also 
associated with low power in a relationship. No further studies examining the associations 
among relationship power, RS, and health-related attitudes and behaviors were identified in the 
literature, and further research in this area is warranted. 
 An additional gap in the RS literature is the assessment of RS among the GM population. 
Only one study was identified that included a GM sample. Rood et. al. (2016) did not 
specifically discuss RS but did seek to identify the feelings associated with minority stress and 
expectation of rejection among GM individuals. Only one aspect of the nine domains that 
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emerged from the study referred to rejection. The other aspects included the need for GM 
individuals to conceal their identities, being able to “pass” as their gender identity, and engaging 
in coping and resilience skills to deal with the associated stress. This introductory study can 
inspire future studies among this population.  
 Finally, multiple studies have examined RS among the lesbian and gay populations. Most 
of these studies have attempted to establish a correlation between RS and psychopathology. Prior 
research has shown that lesbians and gay men tend to internalize psychopathology symptoms, 
which was a common theme (Dyar, Feinstein, Eaton & London, 2016). Additionally, all five 
articles examining RS in the gay and lesbian population indicated that childhood rejection was 
correlated with a higher incidence of RS in addition to gay and lesbian individuals having a 
higher prevalence of parental and peer rejection; therefore, indicating the possibility of higher 
risk for RS among lesbian and gay individuals (Pachankis, Goldfried, & Ramrattan, 2008). The 
results, however, were not always reliable, with conflicting results being reported among gay 
men. Multiple studies have reported significant empirical outcomes, associating RS with 
depressive symptoms, social anxiety, and internalized symptoms (Feinstein, Goldfried, & Davila, 
2012; Feinstein, Dyar, & Davila, 2017; Pachankis et al., 2008). However, RS was not associated 
with depression or panic among gay men (Cohen et. al., 2018). Similar findings were reported 
for lesbians, with social anxiety and depression associated with RS in the face of discrimination, 
and the significant association between RS and internalizing symptoms (Dyar, et al., 2016; 
Feinstein, et al., 2012). One study also reported risky health behaviors, specifically, condomless 
sex, to be directly associated with RS, in a small sample of 63 gay men (Wang & Pachankis, 
2016). Ultimately, these research findings are consistent with the consequences of RS, resulting 
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in the altered attempt to fulfill a life goal of having good health and the undermining of 
interpersonal relationships. 
Despite ongoing negative outcomes, only one study attempted to apply coping 
mechanisms to the mitigation of RS and RS-associated negative outcomes, such as stress and 
internalizing symptoms. The results, however, were limited because the incidence of RS among 
the participants was low (Feinstein, et al., 2017). Several limitations were consistently observed 
for these three studies, limiting the generalizability to broader sexual minority and GM 
population, including the examination of homogeneously Caucasian samples, the examination of 
samples that were very young and lacked life experiences, and the grouping individuals that may 
have encountered vastly different experiences, such as grouping bisexuals with lesbian or gay 
individuals, and small sample sizes. With conflicting and limited findings, further research is 
warranted, particularly among GM and sexual minority populations.  
 RS and Life Values 
One of the constants associated with RS, in any group or individual, is the capacity for 
the sensitivity to future rejection to interrupt important interpersonal relationships and the pursuit 
of valued life goals, including desired education, careers, and quality health. Manifestations of 
RS may present as altered or extreme behavioral responses, and health-altering psychological 
and physical symptomology. The following sections will expand on the effects of RS with 
regards to interpersonal relationships and examine the literature specific to RS and health. 
 RS and Interpersonal Relationships. The foundation of RS research has been 
examining the role played by RS in interpersonal relationships, specifically, those relationships 
in which an individual has been marginalized by another individual or a valued social group. 
Early work focused primarily on intimate, parental, or peer relationships, and contemporary 
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work continues to examine the role played by RS in diverse interpersonal relationship dynamics. 
RS in interpersonal relationships is commonly examined from the perspective that childhood or 
adolescence serves as the genesis of the possibly lifelong experience with rejection. Because this 
literature review is primarily focused on marginalized populations, only five articles were 
reviewed out of the much larger body of literature that examines RS from the perspective of 
intimate or friendly relationships. These five articles were chosen because of their historical and 
foundational significance and their relevance to the concept of RS among marginalized 
populations and/or affecting aspects of health. At the core of RS research is the examination of 
rejected individuals and how their interpersonal lives are affected by rejection. Pioneering 
researchers Downey and Feldman (1996) were the first to examine RS, and their study continues 
to be the foundation for RS research, despite changes in the studied populations. In their 
multiple-part study, Downey and Feldman (1996) developed the first validated tool for 
measuring RS, the Rejection Sensitivity Questionnaire (RSQ). From an initial pool of over 500 
gender and racially diverse sophomores, at an American university, the researchers randomly 
picked 23 men and 24 women to participate in an experiment, in which participants engaged in 
conversations with a potential dating partner, followed by the researchers informing the 
participants that their previous conversational partner was not able for a second interaction. The 
experiment intentionally left the reason for not arranging a second meeting ambiguous, to allow 
the participants to develop their own ideas regarding the reason. They hypothesized that 
individuals who demonstrated low RS, as assessed by the RSQ, would not feel rejected, whereas 
those assessed as having high RS would immediately assume that they had been rejected by the 
potential dating partner. The results were significant, with high RS individuals negatively and 
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immediately assuming rejection. This research laid the foundation for many future studies 
examining interpersonal relationships and RS prevalence. 
 Some concerning findings have emerged from the body of literature examining RS within 
the framework of intimate or friendly interpersonal relationships. Individuals demonstrating high 
RS have demonstrated increased incidence of extreme and socially aberrant behaviors, such as 
violence, unfounded interpersonal distress, extreme reactivity to anticipated rejection, secrecy 
and lying, social avoidance, and other emotional sensitivity (Bernstein & Befield, 2013; Butler, 
Doherty, & Potter, 2007; Levy, Ayduk, & Downey, 2001). These findings were consistent with 
the previously reported consequences of RS, including the altered pursuit of life goals, such as 
psychological health, altered and extreme behavioral responses, and the potential to undermine 
personal or professional relationships. 
 One concerning outcome is the association between high RS and extreme and socially 
unacceptable behaviors. In a quantitative study that examined past perspectives and their effects 
on present relationships, in the presence of RS, childhood rejection was found to correlate with 
the increased frequency and severity of violent acts and reduced peer acceptance (Bernstein & 
Benfield, 2013). This study is important to this review because it addresses a concept that does 
not appear in other RS literature, associating RS in childhood with lifelong subconscious and 
behavior-informing experiences. Evidence supports the experience of childhood peer rejection, 
such as teasing and bullying, as predecessors for the development of RS. Research in adolescents 
and children who have experienced negative peer relationships has demonstrated the significant 
and long-term outcome of defensive expectations of rejection (Butler et al., 2007; London, 
Downey, Bonica, & Paltin, 2007; Zimmer-Gembeck, 2015). These experiences can affect the 
development of motivations and life goals, including health-related behaviors. When the past is 
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viewed in a negative light, this negativity can reinforce rejection experiences; however, when the 
past is viewed in a positive and nostalgic light, rejection experiences are not reinforced. 
Therefore, interventions to reduce violent or socially unacceptable behaviors in individuals may 
include encouraging the embrace of fond memories. More research remains necessary to 
examine how interventions may affect current socially unhealthy behaviors. 
 With the abundance of literature describing the negative consequences associated with 
RS, little attention has been directed to inherent individual characteristics that may contribute to 
the expectation of rejection. Individuals with high RS also report being avoidant, despite desiring 
connections with other human beings (Downey & Feldman, 1996). With this constant conflict, 
individuals with high RS may constantly be fighting an internal battle, which can make their 
perceptions of social processes, such as initiating and maintaining social relationships, confusing 
to the individual. This conflict may result in conflicting actions that can both reflect avoidance of 
and desire for interpersonal connection. Meehan, Cain, Clarkin, and DePanfilis, 2017, examined 
how individuals perceived themselves through object representation, and whether this perception 
altered the individuals’ interpretation of and reaction to perceived rejection. Disparities in object 
representation were hypothesized to be associated with high RS and high interpersonal distress, 
associated with the anticipation of future interpersonal interactions, and the results were 
consistent with this hypothesis (Meehan et al., 2017). Behavioral counseling may encourage 
individuals to develop more accurate interpretations of the behaviors of others in interpersonal 
relationships, instead of ascribing rejection to relatively “normal” interactions. Further 
intervention research is warranted, to examine this possibility. 
 Other findings on interpersonal RS research include findings that RS results in the 
increased demonstration of socially unacceptable behaviors, which undermines personal, 
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professional, and, perhaps, even institutional relationships. For example, Wismeijer, Van Assen, 
and Bekker, 2014, identified secrecy as a significant and unhealthy coping technique among 
undergraduate university students. Typically, when individuals are exposed to new 
circumstances that warrant developing new interpersonal relationships, most individuals develop 
coping techniques, which allow them to normalize or adapt their experiences (Stafford, 2007). 
These results are important for this literature review because they highlight a common and 
unhealthy method through which individuals cope with their negative life experiences of 
rejection, over time. However, some inherent or learned positive personal traits, such as 
autonomy-connectedness and self-awareness, may mitigate the effects of RS (Wismeijer et al., 
2014).  
By encouraging these personal traits, individuals may be able to learn how to effectively 
cope with RS, using healthy strategies. Coping and the use of coping techniques represent the 
only strategies that have emerged from this literature review to address RS. Coping strategies as 
potential methods for addressing RS were mentioned in seven of the 25 included studies. Coping 
strategies to address the stress caused by RS and associated concepts were also discussed in 20 of 
the 25 studies. However, the term coping does not necessarily indicate a healthy behavior. 
Secrecy is an example of an unhealthy coping behavior. In addition, coping behaviors were 
examined by researchers studying emotional sensitivity in children, both before and after 
experiencing peer rejection (Zimmer-Gembeck, 2015). As children move toward adolescence, 
they may continue to express various maladaptive coping responses that they have developed, 
over time. These maladaptive behaviors may increase their emotional sensitivity as they grow, 
thus, increasing their extreme reactions to negative experiences, such as rejection (Zimmer-
Gembeck, 2015). In this longitudinal, quantitative study, emotional sensitivity was measured by 
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evaluating RS, social anxiety, and depressive symptoms. Those with higher levels of emotional 
sensitivity at baseline expressed more social avoidance and rumination behaviors over time. This 
led to further maladaptive coping strategies, psychopathology and further marginalization. The 
author’s recommendations were to assess the adolescent for the type of maladaptive coping 
strategy being used and tailor interventions from there (Zimmer-Gembeck, 2015).  
 RS and Health. In addition to fostering and maintaining healthy and happy interpersonal 
relationships, fostering and maintaining health can be considered an important life goal. Mental 
health and physical health have significant correlations with RS, and individuals with aberrant 
mental health are frequently marginalized by society, increasing their risks of experiencing the 
compounded effects of RS. In addition to the socially marginalizing effects of mental illness, this 
section highlights the RS experienced by individuals who are members of other socially 
marginalized groups. Individuals with depressive and anxious psychopathology have also been 
shown, in multiple studies, to have significant personal histories of RS. Unfortunately, RS can 
result in mental health alterations, which can lead to further RS, creating a vicious cycle of RS 
among marginalized populations. 
Research has shown that psychological and social adjustment in childhood and 
adolescence can be directly affected by interpersonal experiences of rejection (Zimmer-
Genmbeck et al., 2016). The inadequate or unhealthy coping behaviors that develop as a result of 
these early rejection experiences are also associated with negative emotional adjustment, 
commonly manifesting as either withdrawal or aggression (Zimmer-Gembeck, 2015). Over time, 
these maladaptive behaviors can be repeatedly internalized, resulting in internalized 
psychopathology or mental health disorders, such as social anxiety or depression (Zimmer-
Gembeck, Nesdale, Khatibi, 2016). In one longitudinal study, 711 children were reviewed for 
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symptoms of RS, depression, and aggression, as well as anxiety, anger, blame, withdrawal, and 
retribution. Ultimately, researchers found that, over time, anxious RS results in depressive 
symptomology, whereas angry RS results in pathologically aggressive behaviors (Zimmer-
Gembeck et. al., 2016). These findings are consistent with the consequence of RS being 
expressed as the extreme representation of behaviors.  
The body of literature relating RS to mental health disorders is significant and growing, 
as new mental health disorders are defined in each new iteration of the Diagnostic Statistical 
Manual of Mental Disorders. All RS-specific studies have addressed mental health, to some 
degree, through discussion of stress responses, depression, anxiety, and other mental health 
issues. RS alone is defined in terms that represent mental health disorders, such as anxious and 
defensive behaviors. The literature chosen for this review was limited to those studies that 
examined mental health, RS, and marginalized populations, and three additional studies that 
examined aspects of RS consequences, which were not addressed in other studies.   
 One extreme representation of behavior that can result from RS is body-dysmorphic 
disorder. Appearance-based rejection is a specific type of rejection that leads to hypersensitivity 
to one’s appearance, which cannot be avoided. Lavell, Zimmer-Gembreck, Farrell, and Webb, 
(2014) examined pathological, appearance-based rejection among a convenience sample cohort 
of 237 non-clinical, undergraduate psychology students. Researchers sought the existence of a 
relationship between appearance-based victimization and body-dysmorphic symptoms, mediated 
by RS. They found that appearance-based RS fully mediated the relationship between 
appearance-based victimization and body-dysmorphic symptoms and partially mediated the 
relationship between social anxiety and body-dysmorphic psychological symptoms (Lavell et al., 
2014). Individuals with high levels of social anxiety and those with a history of multiple 
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appearance-based victimization experiences may be biased towards interpreting interactions as 
appearance-based rejection, which may contribute to extreme appearance concerns, resulting in 
the diagnosis of body dysmorphic disorder (BDD). The glaring limitation to this study was that it 
sought to examine clinical manifestations in a non-clinical cohort; therefore, the findings of this 
study may not be generalizable to a clinical population of individuals diagnosed with BDD. 
However, this study may be important for understanding extreme, non-pathological, appearance-
based RS among young people. 
 Substance abuse is another aspect of mental health that has been linked to both 
marginalized populations and RS. Substance addicts represent a significantly marginalized 
population, often experiencing marginalization from all corners of society and through 
interpersonal relationships. Substance abuse research has linked users with a strong need to 
suppress negative past experiences and the need to belong (Woerner, Kopetz, Lechner, & Lejeuz, 
2016). With a study sample of 258 marginalized individuals, 90% of whom were African 
American and 74% of whom were court-ordered into treatment, substance abuse was found to 
significantly increase RS, which, in turn, increases risky sexual behaviors (Woerner et al., 2016). 
Future implications that emerged from this study included the need to investigate how RS affects 
substance abuse and the interactions among RS, substance abuse, and specific marginalized 
populations, who may already be at a higher risk for substance abuse, such as lesbian, gay, 
bisexual, and transgender (LGBT) populations.  
Despite the negative themes associated with RS and health, positive interventions have 
been explored. Positive coping mechanisms can include journaling (Feinstein, et al., 2017), self-
awareness (Wismeijer et al., 2014), and mindfulness (Peters, Eisenlohr-Moul, & Smart, 2016). 
Few studies have examined the effects of positive coping mechanisms for RS in marginalized 
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populations. One study was a segment of a larger study, which examined how frequently 
individuals used coping mechanisms to deal with the stress of RS (Feinstein, et al., 2017). The 
second study was devoted to examining the roles played by mindfulness and non-judgment in the 
mitigation of RS (Peters et al., 2016). The results from this study indicated that possessing 
qualities of non-judgment and practicing mindfulness were negatively associated with RS. The 
study did not delve into methods for teaching mindfulness or non-judgment to individuals, nor 
did the study discuss whether these qualities can be encouraged throughout one’s lifetime. These 
studies represent the first steps in what may become a future trend of examining the methods 
through which individuals and groups can combat RS and associated negative mental health 
outcomes. 
Because mental health is an embedded concept, inherent to the definition of RS, this 
literature review identified several common themes, including exacerbated internalized 
symptomology, exacerbated external symptomology presentation, stress response, behavioral 
symptoms, such as aggressive and avoidant behaviors, depression, anxiety, appearance-based 
dysmorphia, and substance abuse. However, this review also identified several gaps related to 
health, including the interactions between RS and acute mental illness, chronic or acute physical 
disorders, and health behaviors. 
Application of Literature to Specific Aim 
 The state of science, as reviewed, indicates that gaps exist in the current literature that 
must be addressed. The literature associated with seeking medical help, the barriers and access to 
healthcare, and adverse healthcare experiences among GM individuals are robust; however, how 
those rejecting experiences inform GM individuals’ plans for seeking future medical help 
remains unexplored. Thus, the next area for research is to understand how these experiences 
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inform the decisions to delay or avoid seeking medical help. One aspect that may bridge this gap 
is the examination of the role played by RS in forming attitudes that may, in turn, inform the 
ISMH. 
 RS is not a widely acknowledged healthcare concept, outside of psychology clinicians 
and researchers. However, the concept of RS can provide insight into the reasons that 
stigmatized persons may anxiously expect, readily perceive, and overreact to healthcare 
experiences they interpret as being rejecting or discriminating. Although RS research has been 
wide and varied, many gaps remain. Specifically, understanding the role played by RS in 
informing health attitudes and behaviors may provide insight into why marginalized populations 
are at higher risks than non-marginalized populations for health disparities.  
The IOM and NIH have identified a critical need to increase awareness of GM healthcare 
needs and to encourage researchers to engage in new programs of research, aimed at improving 
GM health and healthcare experiences. Examining the concept of RS, within the context of how 
RS affects the ISMH, may provide a foundation for effective healthcare interventions and future 
research. Although a growing body of literature exists, significant possibilities remain unstudied.  
Summary 
GM healthcare must be approached in new and more effective ways. Because of the 
preponderance of rejecting experiences encountered by GM patients, the current system of 
healthcare has resulted in significant barriers to healthcare access and health disparities for GM 
individuals. The problems are both inherent and external. The healthcare system must adjust how 
GM patients are treated and inherent aspects must also be addressed. The maintenance of good 
health requires access to good healthcare, including seeing medical help, when warranted, for 
acute or chronic medical conditions. The avoidance or delay of healthcare may directly 
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contribute to well-documented disparities observed between GM individuals and the normal 
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Chapter 3: Methods 
The study methods are articulated in this section, including (a) theoretical framework (b) 
the research methodology, (c) participants, ethical considerations, and recruitment, (d) 
measurements, and (e) data analysis procedures. 
Theoretical Framework: The Rejection Sensitivity Model 
This study conceptualized the sensitized attitudes and intentions associated with rejection 
using an adapted version of the RS Model, described by Levy et al. (2001) (Figure 1). 
Specifically, the model was adapted to represent healthcare experiences. The five components of 
the RS Model are arranged cyclically, implying that the final link will feedback to the beginning 
of the cycle, representing the ‘vicious cycle’ of rejection.  
 
Figure 1 








According to the RS Model, RS develops when an individual’s needs are repeatedly met 
with rejection (Levy et al., 2001), resulting in the rejected individual learning to expect others to 
continue to reject them, in valued circumstances and experiences. The RS Model emerged from 
this concept, representing the full circle of genesis, expectation, resulting perception, and 
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reaction to this perception, at both attitudinal and behavioral levels (Levy et al., 2001). The 
development of RS is represented in the model by the first link, between “initial rejection” and 
“anxious/angry expectations of rejection”. Secondly, the rejected individual will become hyper-
vigilant for cues of rejection, such that even benign statements or actions from others may be 
readily perceived as rejecting, regardless of intent, which is indicated in the model by the link 
between “anxious/angry expectations of rejection” and “perceptions of rejection”. The third link, 
between “perceptions of rejection” and “cognitive-affective reaction”, represents the feelings 
experienced by individuals when they perceive the behaviors of others as rejecting behaviors. 
Link four, between “cognitive-affective reaction” and “behavioral reaction”, manifests as 
maladaptive behaviors, in response to the perceived rejecting experience. Finally, the fifth link 
returns the individual to the beginning of the cycle, during which off-putting behaviors may elicit 
an actual rejecting experience and, thus, repeating the cycle. 
Although RS theory emerged from attachment theories, unlike attachment theory, RS is 
not a global experience. Instead, RS is activated by a triggering experience, which can be 
unrelated to the initial rejection resulted in RS development, referring to any rejecting 
experience, by any valued individual or group, that initiates RS, is perceived by an RS-sensitive 
individual, or elicits a defensive reaction in an RS-sensitive individual (Levy et al., 2001). RS 
does not have to be activated by personally-experienced rejection but can be triggered 
vicariously in an individual who belongs to a status-based group that has experienced rejection 
from valued institutions. For example, a GM individual may not have ever experienced rejection 
from any healthcare institutions; however, because GM individuals are known to regularly 
experience rejection when seeking and receiving healthcare, a GM individual may anxiously 
expect and readily perceive rejection, without having experienced any rejection personally.  
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The model allows for significant variability in the RS individual. Each rejection 
experience can be perceived differently by individuals, on a continuum from low RS to high RS. 
The reaction to repeated rejection, either personally or vicariously, through association with a 
status-based population, can also range from low to high. Because the RS Model covers a wide 
range of reactions and can be used to explain the reactions to various rejecting experiences 
encountered by many status-group associated individuals, this model has been used as a 
framework in studies designed to examine various populations’ experiences with rejection.  
RS Model and Diverse Research Studies  
The RS Model has been used as a framework for studies examining interpersonal 
relationships, mental health disorders, and marginalized populations. Several of the studies 
examined in the literature review, used the RS Model as a guide for the research and are referred 
to in this section. The original application was associated with adult interpersonal and intimate 
relationships (Levy et al., 2001). The creators of the model proposed that experiencing rejection 
in any social relationship may result in the development of RS, which could be applied to any 
valued social relationship. The RS Model has also been used to guide research on childhood and 
adolescent relationships (Zimmer-Gembeck, 2015; Wismeijer et al., 2014). 
The study of RS and mental health disorders, including body dysmorphic disorder, 
depression, anxiety, and stress, has also been extensively guided by the RS model. Because the 
magnitude of mental health research that has used the RS Model is vast, the only examples 
referred to in this section are those included in the literature review for this proposal, particularly 
the studies by Zimmer-Gembeck et al. (2016), examining RS and depression, and Woerner et al. 
(2016), examining substance abuse.  
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Mendoza-Denton et al. (2002) introduced the applicability of the RS Model to the study 
of marginalized populations. They used the RS Model to guide the development of the first race-
based RS questionnaire, expanding research outside of individual-focused interpersonal 
relationships into population-focused social relationships. Mendoza-Denton et al. (2002) 
demonstrated the role played by RS in the academic relationships among African American 
college students.  
Examining marginalized populations using the RS Model has been performed in multiple 
studies. Marginalized women, including women in low SES environments and sexuality minority 
women, have been examined using the RS Model. Berenson et al., 2015, found a relationship 
between RS and risky sexual behaviors among women with low SES status. Sexuality minority 
women were also examined using the RS Model, in conjunction with the Minority Stress Theory 
(Meyer, 2003), which demonstrated mediating roles for both RS and stress between 
discrimination and internalizing symptoms (Dyar et al., 2016).  
Other marginalized populations examined using the RS Model include the GM 
population. RS as a factor associated with risky sexual behaviors, specifically condomless sex, 
was researched by Wang and Pachankis (2016). Hughto et al. (2018) also used the RS Model to 
examine whether RS is present in transmasculine individuals who have experienced transphobia 
when seeking healthcare. 
The use of the RS Model in research is wide and varied, across populations. Thus, several 
population-specific measurement tools have arisen from the diverse application of the RS Model. 
The applications of this model have allowed researchers to utilize these population-specific tools 
for their research. Following the development of the RSQ, researchers adapted the tool to an 
adult- and youth-specific questionnaire, Mendoza-Denton et al. (2002) developed a race-based 
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RSQ, and a gay-related RSQ was developed by Pachankis et al. (2008). The measurement for 
this study was also adapted from the RSQ. Most recently, a tool designed to identify healthcare-
specific RS among transmasculine individuals was developed, to examine RS and healthcare 
avoidance (Hughto et al., 2018). Other RS tools include those developed for diverse populations, 
including lesbians, women, and racial-ethnic minorities (non-specific). Because the model allows 
for diversity and variability, it has been useful for explaining decades of social disparity research, 
while retaining the assumptions and concepts of the model’s original intention. 
Assumptions of the RS Model 
The primary assumptions of the RS Model are represented by the depicted visual boxes 
and links. However, there are additional assumptions associated with the process of RS 
development that are important to the application of this model in the proposed study. Other 
assumptions of the RS Model as originally indicated by Downey & Feldman (1996) and 
supported by Levy, Ayduk, & Downey (2001) include 1) individuals need to feel that they 
belong, 2) repeated episodes of rejection through life may result in rejection sensitivity, 3) the 
RS person enters new situations feeling anxious and expecting rejection, 4) RS is not a global 
spontaneous experience, it is a triggered experience, 5) RS is activated in situations in which 
rejection is possible, and 6) the rejection can be associated with the internal process that the 
individual goes through when choosing to avoid or delay future experiences in which rejection 
may occur. 
The primary assumptions of the RS Model are represented by the depicted visual boxes 
and links, shown in Figure 1. However, additional assumptions, associated with the process of 
RS development, are important to the application of this model in the proposed study. Other 
assumptions of the RS Model, as originally indicated by Downey and Feldman (1996) and 
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supported by Levy, Ayduk, and Downey (2001), include the following: 1) individuals need to 
feel that they belong; 2) repeated episodes of rejection throughout life may result in RS; 3) the 
RS individual enters new situations feeling anxious and expecting rejection; 4) RS is not a 
global, spontaneous experience, it is a triggered experience; 5) RS is activated in situations in 
which rejection is possible; and 6) rejection can be associated with an internal process when an 
individual chooses to avoid or delay future experiences, in which rejection may occur. 
Application of the RS Model to the Research 
RS associated with seeking and receiving medical help and the relationship between RS 
and an individual’s ISMH can easily be represented by the adapted RS Model. A GM individual 
is susceptible to the cyclic nature of RS because of the prevalence of negative and rejecting 
experiences, throughout their lives. The initial rejecting experience does not have to be identical 
to subsequent experiences to trigger the RS cycle. An example that is poignant for GM 
individuals is familial rejection, which is experienced by 57% of GM individuals (Grant et. al., 
2010) In the context of healthcare, this initial rejection may be experienced as the refusal of care 
by a provider. The first link in the RS Model represents an expectation that rejection will occur 
when the GM individual attempts to seek healthcare. Following this rejection by a valued person, 
the HCP, the GM patient may develop a perception that each subsequent healthcare encounter 
will result in rejection. The resulting behavior is hyper-vigilance for rejection cues, represented 
by the second link in the model. For example, the HCP may indicate to the patient something 
with good intention that is perceived as an indicator that the HCP is rejecting the patient’s 
validity. Additionally, the patient may perceive the actions by the HCP as being negative, 
specifically because of the patient’s gender identity. In the proposed study, this link is 
represented by the GM-RSQ, a questionnaire that was adapted from the Gay-Related RS Scale, 
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developed by Pachankis et al. (2008). The original questionnaire presented 14 scenarios, in 
which gay individuals may expect rejection and/or experience anxiousness, to assess the 
presence of RS. The adapted version uses the same scenarios and changes the questions to reflect 
whether the scenarios may occur because they are GM, rather than because they are gay. Several 
potential scenarios are represented in the GM-RSQ, including familial, job-related, and health-
related scenarios. Because RS does not have to be triggered by replicated scenarios, the presence 
of RS can be measured by evaluating the response to any life events that could trigger perceived 
rejection and the hyper-vigilance for rejection cues from valued persons. Each question 
addresses both the anxious and expectant aspects of the link, by asking, “How anxious or 
concerned are you?” and “How likely is this because of your gender identity?” 
Link three represents the thoughts and decisions that emerge from perceived cues of 
rejection. In the proposed study, this link is measured by the Action-Intention subscale of the 
ISMH survey. In this survey, the cognitive-affective processes that are initiated during perceived 
rejecting experiences in a healthcare context are represented by short healthcare-specific 
scenarios. The participants are asked to determine whether they agree or disagree with the 
scenarios.  
Link four represents the maladaptive behavior that may arise from the rejecting 
experience. Based on current literature, these behaviors may include delaying or avoiding 
healthcare, extremely reactive behaviors, or seeking alternative healthcare avenues, such as 
internet-recommended treatments, non-approved  medications, or the use of black market 
sources for medications. Finally, because the patient may choose to engage in behaviors deemed 
unacceptable or noncompliant by HCPs, the relationship with the valued HCP may be 
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undermined. This could cause the GM patient to experience an actual rejection from the HCP, 
causing the cycle to begin again, as represented by link five. 
The RS Model provided the context in which this study was designed. The assumptions of the 
model guided the assumptions of this study. The model conceptually defined RS as anxiously 
expecting, readily perceiving, and intensely reacting to perceived status-based rejection and 
operationally defined RS as high levels of anxiousness or concern and the perceived likelihood 
of rejection. First, the demographic and health-related component of the survey (Appendix A) 
demonstrated aspects of the study participant’s lives that elevated their risks of experiencing 
rejection in healthcare experiences. Second, the GM-RSQ (Appendix C) demonstrated 
hypothetical situations that are reflective of the second link of the model. Third, the ISMH 
Survey, Action-Intention Subscale (Appendix B) measured the response to rejection, which is 
represented by link three of the model. Finally, this study used the model to guide the discussion 
of the outcomes and findings of the statistical analysis. 
Research Methodology: Quantitative 
This study used a correlational, cross-sectional design. A correlation approach was 
appropriate for this study because the specific aim was to examine the relationship between one 
dependent variable, ISMH, and one independent variable, RS, with the potential for several 
confounding variables (Polit & Beck, 2012).  
Participants  
The Healthy People 2020 report indicated the necessity of increased health research 
examining small and vulnerable populations, including specifically GM individuals (Office of 
Disease Prevention & Health Promotion, 2018). The IOM (2011) also indicated the importance 
of collecting gender identity information, which can reflect the health needs and concerns of the 
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nation’s GM communities, in addition to the sex assigned at birth. This two-step method is the 
preferred method for demographic data collection in survey-based research for GM individuals, 
as recommended by the World Professional Association for Transgender Health (WPATH) 
(Deutsch et al., 2013). Because of these complex issues associated with sample size and the 
minority status of the population, a non-probability sampling method was chosen, for this study. 
Ethical Considerations 
Prior to recruitment, approval of intended process was reviewed and approved by the 
University of Nevada Institutional Review Board (IRB) to ensure research ethics and the 
protection of human subjects with informed consent (Appendix D). The informed consent 
specifically detailed the risks and benefits of the study and the steps taken to ensure 
confidentiality. Although risks are associated with all research studies, this study included only 
minimal possible risks, including an onset or “trigger” of stress, anxiety, or hypersensitive 
reaction to the subjects of the questions being asked. Because the survey topics included 
situations that the participant may have actually or vicariously experienced, resulting in stress or 
rejection, the participant may have experienced undue stress, anxiety, or rejection while taking 
the surveys. Social risks were highly unlikely; however, if the participant was not “out”, or not 
known to be a GM individual, the participant could have been “outed” if the participant was 
observed taking the survey, although this was a highly unlikely situation. To account for these 
possibilities, the contact information for nationally renowned trans-specific mental health 
resources was provided, via the study webpage. Participants were encouraged to ask questions 
about the study, before or at any time during the study, and were provided with contact 
information for the research team. 
All information gathered in this study was and will continue to be maintained 
confidential. No reference was, or will be, made in written or oral materials that could link the 
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participants to this study. All identifiers were immediately removed from collected data and the 
records will be stored in a password-locked laptop, used solely for this study, for three years after 
study completion. After this defined storage time, the collected information will be deleted by 
the primary investigator (PI). Finally, as described in the informed consent, participants were 
assured that participation in this study was voluntary and that participants were allowed to 
withdraw at any time, without prejudice to the participant.  
Recruitment Process 
Recruitment was performed in venues that endorse or provide GM health and social 
support. Venues for recruitment included a) social media and social organizations, b) regional 
GM clinics, c) regional university, and community organizations, and d) snowball sampling, or 
sampling by person to person referrals (Appendix E). Physical clinics, universities, and 
community organizations were asked to display a recruitment flyer (Appendix F), in 
organization-approved prominent areas, such as a physical announcement board, a physical or 
electronic newsletter, or a Facebook page. Multiple copies of the flyer were also placed at 
physical venues, as handouts for potential participants to take with them and pass on to other 
individuals. The recruitment flyer was also sent electronically to the administrators of university 
and community organizations, to be displayed electronically on their Facebook pages and 
websites. Electronic methods were employed for recruitment, data collection, data entry, and 
data analysis. Participants were required to be able to read and write in English because the 
informed consent, surveys, and information were presented only in English. Participants were 
also required to have reliable access to an electronic device, such as a computer, tablet, or 
smartphone to complete the survey in a single sitting. The recruitment flyer indicated the 
duration of the surveys and the requirement that they be performed in a single sitting, to ensure 
that prospective participants were aware of this requirement. 
46 
The inclusion criteria for the study were a) aged 18 years or older and b) having a gender 
identity that is not traditionally or consistently associated with the male or female gender that 
was assigned to the individual at birth, including individuals who are intersex, individuals with a 
gender identity that may or may not match the sex assigned at birth, and individuals whose 
genetic sex and phenotypic sex do not match or are somehow different from the "standard" 
definition of male or female. No additional exclusion criteria were applied. All individuals who 
met the inclusion criteria were invited to participate.  
Before recruitment began, the URL genderminorityRS.com was purchased from the 
GoDaddy website, to direct participants to the surveys in Qualtrics
®
. The webpage created at this 
URL included a description of the process and purpose of the study, the researchers’ contact 
information, a link to the informed consent, and provided nationally recognized resources for 
counseling. The webpage linked participants directly to counseling resources associated with the 
TransLifeline and Trevor Project organizations for the mental health of GM individuals. All 
participants received a $10 e-gift card incentive. 
Interested individuals were directed to the webpage, by copying it from the physical 
version of the recruitment flyer or by clicking a link on the electronic version of the recruitment 
flyer. The link directed participants to the study webpage, and then a link was provided for the 
internet-based surveys at Qualtrics
®
. The surveys began with a routing question, based on 
inclusion criteria, to reduce the likelihood that individuals who did not meet the inclusion criteria 
would take the surveys. The first question was, “Do you consider yourself to be a gender 
minority person? Yes or No”. If an individual answered “No”, they were stopped from going 
further in the surveys, as they did not meet the inclusion criteria for the study. Full survey 
completion was estimated to take approximately 25 minutes, from start to finish.  
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Data collection occurred from June 2019 to August 2019, with a recruitment goal of at 
least 100 participants. A power analysis was conducted through G* Power software, with a 
standard power of .80,  set to .05, and assuming a two-tailed approach (Field, 2013). Prior 
research examining RS and minority populations used a moderate effect size of .3 for adequate 
power; therefore, the same effect size was used for this analysis (Meehan et al., 2017). The result 
of the original power analysis was 90; however, to account for a potential 10% or greater 
attrition rate, a sample size of at least 100 participants was sought.  
Measurements 
The primary independent variable for the study was RS, whereas the dependent variable 
was ISMH. Demographic and health-related data, including social determinants of health 
(SDOH), included 12 additional independent variables. SDOH are “conditions in the 
environments in which people are born, live, learn, work, play, worship, and age that affect a 
wide range of health, functioning, and quality-of-life outcomes and risks” (ODPHP, 2020). For 
this study, examples of SDOH included education, income, having adequate insurance, having a 
regular HCP, and living environment (rural, suburban, and urban). Additional demographic 
variables included age, race/ethnicity, gender identity, sex assigned at birth, sexual orientation, 
and having a chronic disease. Among the chronic diseases, only two were noted by more than 
one individual, anxiety and depression. 
The independent variable, RS, was measured using the Gender Minority-Rejection 
Sensitivity Questionnaire (GM-RSQ, Appendix C), which is a modified version of the Gay-
Related Rejection Sensitivity Scale (Pachankis et al., 2008). The original scale consists of 14 
scenarios, which describe situations that may induce RS among gay men. Familial and other 
social situations in the presence of RS are perceived by the sensitized individual as concerning or 
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rejecting, to varying degrees (Levy et. al., 2001). The presented scenarios are situations in which 
gay men experience rejection and in which GM individuals may also experience rejection. For 
example, in one scenario the individual is invited to a wedding, and a relative will not allow a 
young child to sit on the individual’s lap. For the Gay-Related Rejection Sensitivity Scale, the 
question associated with this scenario would originally read, “How likely is it that the child was 
removed because of your sexual orientation?” In the GM-RSQ, this question was reworded, 
“How likely is it that the child was removed because of your gender identity?” The verbiage was 
not adjusted to alter the scenario, only to facilitate the scenario being directed toward a GM 
individual instead of a gay individual. This represents an appropriate adjustment because gender 
and sexual minority populations are regularly grouped together in research, organizations, and 
social frameworks, under the term “LGBTQ” (lesbian, gay, bisexual, transgender, queer). Both 
minority populations experience the same or similar rejection-associated encounters in familial 
and childhood occurrences, healthcare, and other institutional relationships, when “coming-out” 
to other individuals and in other similar circumstances, throughout their lifetimes (IOM, 2011; 
Greene, Brady, & Schneider, 2014). 
The GM-RSQ is scored by first rating two questions for each scenario, on a 1-6 scale. For 
each scenario, the questionnaire asks: 1) How likely is it that… because of your gender identity? 
and 2) How concerned or anxious are you that… because of your gender identity? The choices 
for each question range from 1, for very unlikely or unconcerned, to 6, for very likely or 
concerned. Scores are calculated by multiplying the likelihood score by the anxiousness score, 
for each question. Finally, the scores for all 14 questions are averaged to obtain a final score. 
Lower scores indicate the lower RS levels, with the lowest possible score equal to 1 (very low 
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RS) and the highest possible score equal to 36 (very high RS). The final score is measured as a 
continuous variable. 
The Gay-Related Rejection Sensitivity Scale and ISMH: Action Intention Subscale have 
demonstrated good reliability and validity in prior research (Pachankis et al., 2008; Fischer et al., 
2013). The psychometric properties of these metrics, as reported in prior research, included 
content validity, construct validity, and reliability. The Gay-Related Rejection Sensitivity Scale 
was created by Pachankis et al. (2008), based on the original RS scale developed by Mendoza-
Denton et al. (2002). Seventy-five gay men were asked to describe a list of uncomfortable and 
rejecting situations related to their sexual orientation. Three experts coded the information into 
groups, and from those groups, 14 items were identified as unique situations, from which the 
scenarios were developed, reflecting content validity. The authors also demonstrated construct 
validity through factor analysis, which resulted in medium to high correlations, and reported on 
appropriate discriminant validity, by comparing the correlations against similar scales that 
measured similar constructs, such as perceived gay discrimination and perceived gay stigma 
(Pachankis et al., 2008). 
Pachankis et al. (2008) determined reliability for the measurement tool, with a Cronbach’s 
 of .91, which is considered excellent, Cronbach’s  scores above .7 are considered appropriate, 
whereas scores greater than .9 are considered excellent (Field, 2013). Additionally, the mean 
inter-item correlation among the 14 items was .42, which is considered acceptable for an 
instrument that measures a construct in a small population, such as the gay or GM community 
(Pachankis et al., 2008).  
 The dependent variable was measured using the ISMH: Action-Intention Subscale 
(Appendix B). The subscale consists of 12 questions and specifically measures the intent to seek 
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medical help. The questionnaire is appropriate, without modification, for measuring the 
dependent variable, ISMH, because the subscale was specifically designed to measure this 
variable. Scoring is performed by rating the 12 statements: agree = 1, partly agree = 2, partly 
disagree = 3, disagree = 4. Nine items are scored “straight” (agree = 1, disagree = 4) and three 
items are scored in “reverse” (agree = 4, disagree = 1). The final score is calculated by adding all 
scores, to obtain a final summative score. Because the highest score for each question is assigned 
to the answer that is consistent with not seeking medical help, higher scores indicate lower 
ISMH. The lowest possible score (the most likely to seek medical help) is 12 points, whereas the 
highest possible score (the least likely to seek medical help) is 48 points. The final scores are 
measured as continuous variables. 
The psychometric properties of the ISMH: Action-Intention Subscale were reported by 
Fischer et al. (2013), who demonstrated the content validity of the scale with two of the four 
authors who originally created the scale, followed by editing by the other two authors. All the 
authors were content experts, demonstrating content and criterion validity. Fischer et al. (2013) 
also reported on the internal consistency and test-retest reliability of this scale. Internal 
consistency showed a Cronbach’s  of .84, and the test-retest reliability resulted in a strong 
positive correlation, with a Pearson’s correlation coefficient of .85 (Fischer et al., 2013; Field, 
2013).  
Data Analysis Procedure 
The variables were analyzed using SPSS software, version 26. Following data collection, 
data were exported from Qualtrics
®
 to SPSS. Data were pre-screened for missing values and 
outliers, and responses from participants that did not meet the inclusion criteria.  
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Five objectives were derived from the specific aims of the study. The first objective was 
to assess the demographic and health-related data in the study sample. Descriptive measures of 
central tendency and variability, including mean, standard deviation, and frequency distribution, 
were examined to describe the demographic and health-related characteristics of the sample.  
Although the umbrella term GM was used to group all non-cisgender individuals in this 
study, specific groups may experience more RS and or present differences in ISMH compared 
with other groups. To evaluate the differences in RS and ISMH scores among groups with 
different demographic and health-related variables, Levene’s test for the homogeneity of 
variance was applied. Based on the outcome of Levene’s test, and the equality of the sample 
sizes for variable groups, either an analysis of variance (ANOVA) or Welch’s test was used. 
Welch’s test was utilized if the sample size for the largest group was more than 1.5 times larger 
than that for the smallest group (unequal sample sizes) or if the p-value from Levene’s test was 
less than .05. If the sample sizes were somewhat equal, and Levene’s test p-value was greater 
than .05, an ANOVA was used to examine the significance of differences among variable 
groups. For variables with more than two categories, with equal variances, a post hoc Bonferroni 
test was performed, as a follow-up to the ANOVA, to discern which categories demonstrated 
significant differences. For variables with more than two categories, without equal variances, a 
post hoc Games-Howell test was used, as a follow-up to Welch’s test. Because the study focused 
on gender identity, specific attention was paid to associations between gender identities and RS 
and ISMH.  
The second objective was to determine the reliability of the measures used to evaluate the 
study variables. Cronbach’s  was used to determine the internal consistencies of the two 
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measurement tools used in this research study, the GM-RSQ and the ISMH: Action-Intention 
Subscale. 
The third objective was to examine the relationship between RS and ISMH, which was 
performed through the visual examination of the linearity of the variables, using scatterplots, 
which represents the most appropriate test, assuming a normal distribution (Field, 2013). 
Additional testing was performed by determining Pearson’s correlation coefficient.  
The fourth and fifth objectives were to examine the potential confounding effects of 
demographic and health-related characteristics on the study variables and to determine the extent 
to which RS can explain ISMH when select demographic and health-related characteristics are 
constant. Based on previous research examining health-seeking behaviors relative to 
demographic and health-related independent variables, we examined the dependent relationships 
among independent variables by performing a chi-square analysis. Because several variables 
were found to be significantly associated, a cluster analysis was performed, and labeled SDOH 
clusters were examined as separate variables during the final multivariate linear regression 
model. The variables were subjected to multivariate linear regression modeling, using first the 
enter method, followed by the hierarchical method, to determine the most appropriate model that 
could explain the effects of the independent variables on ISMH.  
Summary 
 This study is a first step in addressing areas of GM healthcare research that have not yet 
been examined including the hypothesized relationship between RS and ISMH for GM 
individuals. In healthcare research, ISMH is an important concept to understand in the GM 
population. It can give insight as to why individuals are delaying, avoiding, or seeking 
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unregulated medical help. It can also lead research in a new direction that may give insight as to 
why GM individuals face barriers to care and consequent health disparities.
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Chapter 4: Results 
This chapter presents the results of this research study, including (a) the cleaning and 
screening of the data; (b) a preliminary analysis; (c) a description of the sample; (d) the 
reliability and validity of the instruments; (e) multilevel research models, based on the research 
questions; and (f) a summary. As a guide for the implementation of this study, the following 
research questions and associated objectives were used:  
(1) What effect does RS have on the ISMH in GM individuals?  
(a) To examine the relationship between RS and ISMH. 
(b) To determine the reliability of the measures used to evaluate the study variables, 
RS and ISMH, within the study sample. 
(2) Do demographic and health-related variables, including having health insurance,  
having a regular HCP, and being diagnosed with a chronic illness, confound the 
relationship between RS and the ISMH among GM individuals? 
(a) To assess the demographic and health-related variables among the study sample. 
(b) To explore the potential impacts of demographic and health-related variables on 
both RS and ISMH among this study population. 
(c) To examine the relationship between RS and ISMH, after controlling for the 
impacts of demographic and health-related variables. 
Cleaning and Screening of the Data 
In total, 113 individuals participated in this study. Each participant was assigned a 
research identification number. The researcher examined each participants’ responses to ensure 
the completion of the three surveys. Five participants did not complete any of the surveys, an 
additional five participants only completed the demographics survey, and three additional 
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participants only completed the demographics survey and the first question of the RS survey. 
Therefore, the data of these 13 participants were excluded from the final analysis, as they did not 
meet the criteria for mean imputation because they did not provide any answers to the primary 
tools of measurement for RS or ISMH. Therefore, the number of participants (n) subject to the 
final analysis was 100. 
Preliminary Analysis and Assumptions 
First, descriptive statistics were performed and examined for data distribution, 
frequencies, means (M), standard deviations (SD), and outliers. 
Data Distribution and Recoding 
The data distribution was examined for all variables. When the demographics survey was 
designed, for this study, several demographic variables included many options. However, in the 
final analysis, several categories contained options associated with significantly less than 10% of 
the participants. Therefore, seven demographic variables were combined and recoded, to 
demonstrate more significant findings (Table 2). 
Description of the Sample 
Descriptive statistics were performed to determine the demographic characteristics of the 
population sample. This section reports the descriptive statistics for 12 demographic and health-
related variables, including frequencies, RS and ISMH score means (Table 3), and correlation 
relationships. Because 100 participants were examined in the final analysis, the number of 
participants is the same as the percentage of the sample; therefore, the data are reported only as 











Original category and frequencies   n (%)* Recoded variable and frequencies    n (%)* 
Age 18-25    
26-35    
36-45    
46-55     
56-65     








18-25    





Race/Ethnicity African American                  
Asian                  
Pacific Islander     
Native American  
Latino/a              
Caucasian           
























Gender Identity Male/Man       
Transmale       
Transmasculine spectrum         
Female              
Transfemale    
Transfeminine spectrum            
Gender Non-
binary/Nonconforming  











Binary identity (Male) 












No change to categories   























Income <25k        
25-50k       
50-75k       
75-100k   
100-125k     








<25k        
25-50k       
50-75k       





Education Less than High School      
High School/GED      
Some college    
Associate Degree          
Bachelor’s Degree 







Less than 4-year degree 










Yes                  
No                       
Sometimes      






















Demographic RS and ISMH Scores, ANOVA Results 
 



















30.85  7.50 
23.63  5.77 
22.04  6.46 
p < .001* 15.30  5.95 
16.13  4.89 
14.40  6.70 

















23.00  4.50 
23.91  5.43 
24.39  6.24 
29.60  8.34 
28.50  9.72 
P = .008** 13.24  3.05 
13.28  4.44 
18.70  5.36 
16.06  6.59 
12.43  5.04 
p = .007* 





24.33  6.71 
29.57  8.22 
p = .001** 15.30  5.28 
15.26  6.46 
p = .969* 
Gender Identity Binary identity (Male) 






25.29  7.76 
22.58  4.87 
32.00  7.47 
p < .001** 13.68  6.19 
16.16  5.22 
15.87  6.01 
p = .18* 









22.88  5.33 
26.00  8.04 
27.89  7.80 
30.15  8.65 
p = .012* 12.55  4.68 
14.84  5.82 
16.43  5.57 
16.04  6.96 
p = .14* 





26.67  7.29 
26.43  8.29 
 
p = .56* 14.32 5.29 
16.68  6.02 
 
p = .022* 









33.55  7.46 
30.32  8.38 
24.05  5.53 
23.21  5.90 
p < .001** 
 
16.58  6.89 
18.67  5.71 
14.00  4.65 
13.56  5.20 
p = .007* 










27.98  8.14 
26.75  8.71 
14.99  5.95 
15.95  6.88 





24.10  6.27 
31.35  8.23 
p < .001** 13.74  4.68 
17.60  6.75 







25.11  7.35 
34.55  5.28 
p < .001* 14.69  5.25 
17.66  7.61 
p = .042** 





31.67  8.39 
24.02  6.00 
p < .001** 15.78  7.14 
14.96  4.96 
p = .50** 




32.05  7.72 
23.77  6.23 
p < .001* 15.52  7.07 
15.13  5.04 
p = .75** 
SDOH Cluster 
 
1 Middle SES 
2 High SES 




25.13  7.00 
23.21  5.90 
32.03  7.75 
p < .001** 14.21  4.41 
13.56  5.20 
17.70  6.59 
p = .010** 












Demographic and Health Related Variables  
Age 
The ages of participants were as follows: 18-25 years old (52%), 26-35 years old (24%), 
and over the age of 35 years (24%). Age had a statistically significant effect on ISMH (p < .001). 
A post hoc Bonferroni test indicated that the 18–25 year-old group (M = 30.85, SD = 7.50) were 
less likely to seek medical help than the 26–35-year-old group (M = 23.63, SD = 5.77; p < .001) 
or the group older than 35 years (M = 22.04, SD = 6.46). No statistically significant difference in 
the likelihood of seeking medical help was observed between the 26–35-year-old group and the 
group over 35 years old. The ANOVA for age and RS did not find a statistically significant 
effect of age on RS. 
Race/Ethnicity 
The most frequently represented race/ethnicity was Caucasian (42%), followed by 
Latino/Latina (18%), African American (13%), and Asian (11%). Welch’s test found statistically 
significant differences in ISMH among different race/ethnicity categories (p = .008). A follow-up 
post hoc Games-Howell analysis showed that Caucasian individuals (M = 29.60, SD = 8.34) 
were less likely to seek medical help than African-American individuals (M = 23.00, SD = 4.50). 
ANOVA found a statistically significant effect of race/ethnicity on RS (p = .007), and the post 
hoc Bonferroni analysis showed that RS values were higher for Latino/Latina (M = 18.70, SD = 
5.36) versus those who were categorized as “other”, including Bi/Multi-racial, Native, and 
Pacific Islander (M = 12.43, SD = 5.04). 
Sex at Birth 
The study sample showed slightly more participants reported sex at birth assigned as 
male (51%) compared with sex at birth assigned as female (49%). Welch’s test showed a 
statistically significant difference in ISMH between these two groups (p = .001), with those 
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whose sex at birth was assigned as male (M = 24.33, SD = 6.71) being more likely to seek 
medical help than those whose sex at birth was assigned as female (M = 29.57, SD = 8.22). No 
statistically significant effect of sex at birth was observed for RS.  
 Gender Identity 
The gender identities in the sample were categorized as binary male (31%), binary female 
(31%), and non-binary/queer (38%). Welch’s test showed a statistically significant effect of 
gender identity on ISMH (p < .001). The post hoc Games-Howell analysis demonstrated that 
non-binary individuals (M = 32.00, SD = 7.47) were less likely than binary male individuals (M 
= 25.29, SD = 7.76) to seek medical help. Non-binary individuals were also less likely than 
binary female individuals (M = 22.58, SD = 4.87) to seek medical help. No statistically 
significant difference in ISMH was observed between the binary male and binary female 
categories. No statistically significant effect of gender identity was observed for RS. 
 Sexual Orientation 
The results for sexual orientation were as follows: heterosexual (17%), gay/lesbian 
(26%), bi/pansexual (37%), and queer (20%). An ANOVA showed a statistically significant 
effect of sexual orientation on ISMH (p = .012). The post hoc Bonferroni test showed that queer 
individuals (M = 30.15, SD = 8.65) were less likely than heterosexual individuals (M = 22.88, 
SD = 5.33) to seek medical help. No other categories showed significant differences for ISMH. 
No statistically significant effect of sexual orientation was observed on RS.  
 SDOH 
SDOH variables were separated from other variables, to determine which items would be 
appropriate to include in a cluster analysis. The variables examined under the SDOH definition 
included education, income, having adequate insurance, having a regular HCP, and living in a 
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rural, suburban, or urban environment. A chi-square analysis helped to inform the formation of 
clusters, in addition to the definition of SDOH, as described by Healthy People 2020 (ODPHP, 
2020). Because statistically significant dependent relationships were identified among many of 
the demographic and health-related variables, according to the chi-square analysis, SDOH 
clusters were chosen to demonstrate more significant impacts in the final regression model. 
Three variables were included in the cluster analysis: education, income, and having adequate 
health insurance. Education and income were included in the cluster because they represent 
typical components of SES, which is a core SDOH variable (ODPHP, 2020). Having a regular 
HCP was not included because having a regular HCP was dependent on having adequate health 
insurance, according to the chi-square analysis (p < .01), and rural/suburban/urban living 
environments were excluded because it did not demonstrate any impacts on either ISMH or RS. 
Each variable was first examined independently, and then as part of an SDOH cluster. 
Education. Those with less than a 4-year degree (66%) represented the majority of the 
sample, compared with those with a 4-year degree or higher (34%). The ANOVA showed no 
statistically significant effect of education on ISMH. However, a statistically significant effect of 
education was observed for RS by ANOVA (p = .022), with those having at least a 4-year degree 
(M = 14.32, SD = 5.29) demonstrating higher RS scores than those with less than a 4-year 
degree (M = 16.68, SD = 6.02).  
Income. The categories for annual income were as follows: < $25k (22%), $25–50k 
(19%), $50–75k (20%), and > $75k (39%). Welch’s test showed a statistically significant effect 
of income on ISMH (p < .001). The post hoc Games-Howell analysis showed that those who 
made less than $25,000 annually (M = 33.55, SD = 7.46) were less likely than those who made 
$50–75k annually (M = 24.05, SD = 5.53) to seek medical help. An even wider difference in the 
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likelihood of seeking medical attention was observed between those who made less than $25,000 
annually and those who made over $75k annually (M = 23.21, SD = 5.90). Additionally, 
individuals who made $25–50k annually (M = 30.32, SD = 8.38) were less likely to seek 
medical help than those who made either $50–75k or over $75k annually. ANOVA showed a 
statistically significant effect of income on RS (p = .007). The post hoc Bonferroni analysis 
showed a difference between those who had an annual income of $25–50k (M = 18.67, SD = 
5.71) and those who had an annual income over $75k (M = 13.56, SD = 5.20), with higher RS 
scores among those who made $25–50k annually.  
Rural/Urban/Suburban. Participants reported living in a rural setting (20%), an urban 
setting (56%), or a suburban setting (24%), however, this variable had little impact on the overall 
analysis, and ANOVA found no statistically significant effect for this variable on either ISMH or 
RS. Because of this lack of statistical significance, this variable was not included in the cluster 
analysis for SDOH. 
Additional Health-related Variables. The demographic survey included three questions 
related to the individuals’ health: do you have adequate insurance (yes = 60%, no = 40%), do 
you have a regular HCP (yes = 80%, no = 20%), and do you have a chronic disease. Those 
individuals who had adequate health insurance and a regular HCP represented 57% of the 
sample. Those who had neither adequate health insurance nor a regular HCP represented 17% of 
the sample. Among the list of chronic diseases, only two emerged as affecting more than one 
individual: chronic anxiety (39%) and chronic depression (39%).  
The Welch’s statistic showed that having adequate health insurance had a statistically 
significant effect on ISMH (p < .001). Those who reported having adequate health insurance (M 
= 24.10, SD = 6.27) were more likely to seek medical help than those who reported not having 
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adequate health insurance (M = 31.35, SD = 8.23). Having adequate health insurance also had a 
statistically significant effect on RS, by Welch’s statistic (p = .002), with those who reported 
having adequate health insurance (M = 13.74, SD = 4.68) having less RS than those who did not 
have adequate health insurance (M = 17.60, SD = 6.75).  
ANOVA showed that having a regular HCP had statistically significant effects for ISMH 
(p < .001). Those who reported having a regular HCP (M = 25.11, SD = 7.35) were more likely 
to seek medical help than those who did not have a regular HCP (M = 34.55, SD = 5.28). 
Welch’s demonstrated a statistically significant effect as well for RS and HCP (p = .042). Those 
who had a regular HCP (M = 14.69, SD = 5.25) also had lower RS scores than in those who did 
not have a regular HCP (M = 17.66, SD = 7.61). 
Among the reported chronic diseases, chronic depression had a statistically significant 
effect on ISMH, according to Welch’s test (p < .001). Those who reported having chronic 
depression (M = 31.67, SD = 8.39) were less likely to seek medical help compared with those 
who did not report having chronic depression (M = 24.02, SD = 6.00). Welch’s test showed no 
statistically significant effects of chronic depression on RS. ANOVA showed that having chronic 
anxiety had a statistically significant effect on ISMH (p < .001), as those who had chronic 
anxiety (M = 32.05, SD = 7.72) were less likely to seek medical help than those without chronic 
anxiety (M = 23.77, SD = 6.23). No statistically significant effect of chronic anxiety was 
observed for RS, using Welch’s test.  
SDOH Clusters. Three SDOH clusters were analyzed, characterized primarily by 
income. Cluster one (middle SES) reflected individuals who had a middle income, less than a 4-
year degree, and reported having adequate insurance. Cluster two (higher SES) reflected 
individuals who had a high income, less than a 4-year degree, and reported having adequate 
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insurance. Cluster three (lower SES) reflected individuals who had a low income, less than a 4-
year degree, and reported not having adequate health insurance (Table 4).  
 
Table 4 
SDOH Cluster Analysis 
 
Final Cluster Centers 
 Middle SES Higher SES Lower SES 
Income  $50-75k > $75k < $25k 
Education  < 4yr degree < 4yr degree < 4yr degree 
Insurance  Yes Yes No 
 
 
To further examine the characteristics of the cluster groups, a crosstab analysis was 
performed for age and gender identity. The middle SES cluster contained a high number of 
individuals who were under 35 years old (18 of 23). In this cluster, 16 of 23 participants had a 
binary gender identity, and seven of 23 participants had a non-binary gender identity. Their 
income status, compared with the other participants, was in the middle range. The higher SES 
cluster contained a majority of participants aged older than 25 years old (27 of 39). This cluster 
also contained a majority of participants who had a binary gender identity (29 of 39). Finally, the 
lower SES cluster contained a majority of participants aged 18–25 years old (30 of 38). 
Additionally, a majority of the individuals in the lower SES cluster had a non-binary gender 
identity (21 of 38). Individuals represented by this cluster have lower annual incomes compared 
with the other participants in this study, which are also below the national poverty line (United 
States Census Bureau, 2019). 
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According to Welch’s test, the SDOH clusters had statistically significant effects on both 
ISMH (p < .001) and RS (p = .010). A post hoc Games-Howell analysis showed differences in 
the ISMH values between the lower SES (M = 32.03, SD = 7.75) and middle SES (M = 25.13, 
SD = 7.00) clusters, with those in the lower SES cluster being less likely to seek medical help. A 
post hoc Games-Howell analysis also showed that the Lower SES cluster was less likely to seek 
medical help than the higher SES cluster (M = 23.21, SD = 5.90). For RS, the post hoc Games-
Howell analysis showed differences between the lower SES cluster (M = 17.70, SD = 6.59) and 
both the middle SES (M = 14.21, SD = 4.41) and higher SES (M = 13.56, SD = 5.20) clusters, 
with those in the lower SES cluster demonstrating higher RS scores than those in the other two 
clusters. 
 Intent to Seek Medical Help and Rejection Sensitivity 
 The primary dependent variable (ISMH) and the primary independent variable (RS) is are 
described in this section. 
Intent to Seek Medical Help 
The ISMH: Action-Intention subscale survey specifically measured the participant’s 
intention on actively seeking medical help, through responses to 12 scenario-based questions. 
The overall mean for ISMH among the sample was 27.00 (SD = 7.93; Range = 12–45). It is 
important to emphasize the scoring is such that the higher the score, the less likely an individual 
is to seek medical help; whereas, the lower the score, the more likely an individual is to seek 
medical help. For this sample overall, the mean score (M = 27.00) represented a moderate 
ISMH. A low ISMH may manifest as avoidance of medical help, seeking alternative forms of 
medical help, and being very cynical of healthcare and healthcare providers (Fischer, 2013). A 
high ISMH may indicate seeking help when needed and having a positive opinion of healthcare 
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and healthcare providers (Fischer, 2013). Therefore, a moderate level may indicate that an 
individual has some avoidance of medical help unless absolutely necessary, may consider 
alternative treatment before seeking medical help, and may have a neutral or somewhat negative 
opinion of healthcare and healthcare providers. This study’s sample’s ISMH is lower than 
similarly aged, similarly educated individuals who do not identify as GM (Fischer, 2013). 
Therefore, this study’s sample demonstrates an ISMH that is lower than normative data.  
 Rejection Sensitivity 
The RS survey specifically measured the participant’s anxiousness and hypersensitive 
perception of rejection using 14 two-part scenario-based questions. The overall mean for the 
sample was 15.28 (SD = 5.88; Range = 2.36–32.57). The scoring is such that the higher the 
score, the higher the level of RS. Having higher RS indicates increasingly stronger hyper-
sensitive reaction to rejection (Downey & Feldman, 1996).  The higher the RS score, the more 
likely an individual is to anxiously expect, readily perceive, and intensely react to perceived 
rejection and be at risk for personal and interpersonal distress (Ayduk et al., 2000). A low level 
of RS may mean very little or no perceived rejection in interpersonal interactions. A moderate 
level of RS may show hyper-sensitive reaction to perceived rejection in some interpersonal 
interactions and may lead to an individual having some personal and interpersonal distress but 
still being able to function in their world (Ayduk et al., 2000). For this sample overall, the mean 
score (M = 15.28) represented a slightly higher than moderate level of RS. When compared to 
other studies with marginalized populations, this study’s sample demonstrated higher levels of 
RS. Therefore, the GM individuals in this study had stronger RS and are at higher risk for 
personal and interpersonal distress than normal. 
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 Reliability of the Instruments 
Cronbach’s  was performed to determine the reliability of the GM-RSQ and the ISMH: 
Action-Intention Subscale for this study. The GM-RSQ had strong reliability, at a Cronbach’s  
of .884. The ISMH: Action-Intention Subscale was also reliable, with a Cronbach’s  score of 
.866. Because both scores were greater than .7, the questionnaires were considered reliable. 
Findings of the Research Questions 
Correlation Analysis  
To answer the first research question, “What effect does RS have on the ISMH in GM 
individuals?” a correlation analysis was first applied to determine the presence of a correlated 
relationship. Pearson’s bivariate correlation analysis was performed in SPSS, to examine the 
relationship between RS and ISMH.  
Assumptions for Correlation Analysis 
The assumptions tested with Pearson’s correlation included the level of measurement as a 
continuous scale, the absence of outliers, the normality of the variables, linearity, 
and homoscedasticity. Both RS and ISMH were measured using instruments that used an interval 
continuous level of measurement for scoring. An examination of the ascending order of scores 
demonstrated no extreme outliers for either variable; additionally, no instances were identified in 
which the SD exceeded the mean of a variable. Histograms, Q-Q plots, and the Kolmogorov-
Smirnov (K-S) statistic were inspected, to determine the shape of the distributions and the 
presence of any latent violations of normality for the continuous variables. Histograms for RS 
(Figure 2) and ISMH (Figure 3) demonstrated no skewness or kurtosis, which were validated 
through coefficients that were neither less than -1.0 nor greater than 1.0. Normal Q-Q plots were 
inspected for a reasonably straight line, indicating a normal distribution. Both variables indicated 
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normality, with reasonably straight lines on their respective Q-Q plots (Figures 4 and 5). A K-S 
statistic also indicated non-significant results, with values greater than .05 (RS = .097; ISMH = 
.157). Thus, the assumption of normality was met for the data set. Linearity and 
homoscedasticity were assessed using scatterplots, which appeared to be randomized, with no 
































ISMH Q-Q Plot 
 
 
Research Question One. Pearson’s correlation coefficient analysis was used to 
investigate whether the level of RS influences ISMH. No statistically significant correlation was 
observed between RS and ISMH, r(98) = .15, p = .14.  
Multivariate Linear Regression Modeling 
Because many of the study variables were categorical, multivariate linear regression, 
using the Generalized Linear Model function in SPSS, was used to answer the second research 
question, “Do demographic and health-related variables, including having health insurance, 
having an HCP, and being diagnosed with a chronic illness, confound the relationship between 
RS and ISMH among GM individuals?”, by analyzing demographic and health-related data in 
reference to the relationship between RS and ISMH. The initial model included all demographic 
and health-related variables as possible confounders, and then additional models were examined 
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using a multi-level hierarchical regression, by first entering health-specific variables and then 
examining combinations of additional demographic variables. The final model was chosen based 
on a combination of criteria, including current similar research, the significance of the model, a 
lowered Akaike’s Information Criterion (AIC) statistic, the amount of variance explained by the 
model, and the significant effects of the independent variables on the dependent variable. 
Assumptions for Multivariate Linear Regression 
In multivariate linear regression, the major assumptions include a linear relationship 
between the dependent and independent variables, normal distribution, a lack of 
multicollinearity, and homoscedasticity. Normality and linearity were verified via inspections of 
the Q-Q plots. The points reflected a reasonably straight line, indicating no major deviations 
from normality (Field, 2013). The scatterplot was also interpreted, and the residuals 
demonstrated a rectangular distribution, with most scores concentrated in the center, indicating 
no violations of homoscedasticity (Field, 2013). The assumption of no multicollinearity between 
independent variables was assessed using variance inflation factor (VIF) scores. No VIF score 
was greater than three, which would indicate the possible presence of multicollinearity (Field, 
2013). In fact, no score was less than one or greater than two, indicating that the assumption of 
no multicollinearity was met.  
Research Question Two. This research question addressed two objectives: (1) to explore 
the potential impacts of demographic and health-related variables on RS and ISMH; and (2) to 
examine the relationship between RS and ISMH, after controlling for the impacts of 
demographic and health-related variables. The first step for determining the best model was to 




Summary of the Multivariate Linear Regression Model (Enter method) for Demographics and RS Effects on ISMH 
 
   Parameter Estimates 
 
Parameter B Std. Error 
95% Confidence Interval 
Variables Lower Upper df Sig. 
 (Intercept) 31.047 3.5478 24.094 38.001 1 .000 
Sex at birth Female -1.063 1.2641 -3.541 1.414 1 .400 
 Male 0a . . . . . 
Regular HCP Yes -4.237 1.6504 -7.472 -1.003 1 .010 
 No 0a . . . . . 
Environment Rural 1.690 1.8459 -1.928 5.308 1 .360 
 Urban 1.542 1.4473 -1.294 4.379 1 .287 
 Suburban 0a . . . . . 
Education < 4 yr degree -.677 1.2495 -3.126 1.772 1 .588 
 ≥ 4 yr degree 0a . . . . . 
Sexual Orientation Heterosexual .848 2.2254 -3.513 5.210 1 .703 
 Gay/Lesbian .744 1.7513 -2.688 4.177 1 .671 
 Bi/Pansexual 1.580 1.5680 -1.494 4.653 1 .314 
 Queer 0a . . . . . 
Anxiety Yes -1.780 1.4865 -4.693 1.134 1 .231 
 No 0a . . . . . 
Depression Yes -1.891 1.3919 -4.619 .837 1 .174 
 No 0a . . . . . 
Insurance Yes -.901 1.4003 -3.645 1.844 1 .520 
 No 0a . . . . . 
Income <25,000 4.768 1.8617 1.119 8.417 1 .010 







 50,000-75,000 -.308 1.6472 -3.536 2.921 1 .852 
 > 75,000 0
a
 . . . . . 
Gender ID Binary (Male) -1.531 1.6974 -4.858 1.796 1 .367 
 Binary (Female) -3.849 1.6946 -7.170 -.527 1 .023 
 Non-binary 0a . . . . . 
Race/Ethnicity African American -.997 2.2349 -5.377 3.383 1 .656 
 Asian -.612 2.1667 -4.858 3.635 1 .778 
 Latino/a -2.429 2.0494 -6.446 1.587 1 .236 
 Caucasian -.444 1.6106 -3.601 2.712 1 .783 
 Other 0
a
 . . . . . 
Age 18-25 yrs 2.289 1.9272 -1.488 6.067 1 .235 
 26-35 yrs 1.316 1.7035 -2.023 4.655 1 .440 
 > 35 yrs 0a . . . . . 
RS Score RS  .016 .1098 -.199 .232 1 .881 
Dependent Variable: ISMH Final Score; Note: reverse scored so that negative indicates higher ISMH 
Model: (Intercept), sex at birth, regular HCP, environment, education, sexual orientation, anxiety, depression, insurance, income, gender 
identity, race/ethnicity, age, RS  




The overall model containing all variables was significant (p < .001, AIC = 657.79), 
indicating that a combination of predictors, including sexual orientation, education, 
rural/urban/suburban living environment, income, race/ethnicity, sex assigned as male or female 
at birth, having a regular HCP, RS score, having depression, gender identity, having adequate 
health insurance, having anxiety, and age, explained 59% of the variance in ISMH. Of the 13 
predictor variables, only having a regular HCP and income had significant relationships with 
ISMH. Having a regular HCP predicted a 4.24-point reduction in ISMH, a score indicating a 
significant increase in the likelihood to seek medical help compared with not having a regular 
HCP. Having an income less than $25,000 annually predicted a 4.77-point increase in ISMH, a 
score indicating a significant decrease in the likelihood to seek medical, compared with having 
an income over $75,000 annually.  
Several models were attempted, to best explain the relationships between the 
demographic and health-related variables and RS and ISMH. Ultimately, no model was 
identified in which RS could explain the variance in ISMH while controlling for any 
combination of demographic or health-related variables. The final model (Table 6) was chosen 
because of the support for the chosen variables in health-seeking literature among the GM 
population, the reduction in the AIC statistic between the full model and the final model, the 
significance of the overall model, and the significance of the individual variables within the 
model. SDOH clusters, age, and gender identity were included because of their ability to adjust 
the model scores, improving the significance and AIC statistic, as well as their large presence as 
factors that affect health-seeking behaviors in various GM healthcare studies. Chronic anxiety, 
one of the two chronic diseases reported by participants, was also added to the control variables 
because it lowered the AIC statistic below the model containing only gender identity, age, and  
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SDOH cluster variables. No other variable demonstrated this impact. SDOH clusters, age, gender 
identity, and having chronic anxiety were entered as fixed factors, with RS as a covariate. 
The outcome of the final model showed that the four control variables could explain 48% 
of the variance in ISMH (p < .001, AIC = 650.62). Compared with the original model, the 
reduction in the AIC statistic was -7.17, indicating an improved model. In the final model, the 
variables showing significant effects were SDOH clusters (p = .002), gender identity (p = .003), 
and having chronic anxiety (p = .010). Age did not demonstrate a significant effect on the 
prediction of ISMH. The RS score did not have a significant effect and did not explain any 
further variance in ISMH, after controlling for demographic and health-related variables.  
Table 6 shows that age did not demonstrate significant effects on ISMH, which may be 
due to the sample population being largely homogenously young. The results may have differed 
significantly if the cohort included a more realistic distribution of age groups. Individuals who 
reported having chronic anxiety were moderately less likely to seek necessary medical help, with 
a predicted ISMH score that is 3.627 points lower than that for individuals who did not report 
having chronic anxiety. The study participants who fell into the middle SES and higher SES 
clusters demonstrated predicted ISMH scores of almost 5 points more likely to seek medical help 
than that for the lower SES cluster, indicating that the lower SES cluster is associated with a 
lower predicted likelihood of seeking necessary medical help. The lower SES cluster included 
individuals who were largely under the age of 25, and the majority identified as non-binary 
individuals. Thus, the lower SES cluster may represent three possible factors that contribute to 
the avoidance of seeking necessary medical help: younger age, non-binary gender identity, and 




Summary of the Final Multivariate Linear Regression Model for Select Demographics and RS Effects on ISMH 
 
                                                                  Parameter Estimates 
 
Parameter B Std. Error 
95% Wald Confidence Interval 
Variables Lower Upper df Sig. 
 (Intercept) 32.279 3.0680 26.266 38.292 1 .000 
SES Clusters Middle SES, insured -4.939 1.6510 -8.175 -1.704 1 .003 
 Upper SES, insured -4.976 1.5682 -8.049 -1.902 1 .002 
 Lower SES, not insured 0a . . . . . 
Gender Identity Binary Male -2.513 1.7159 -5.876 .850 1 .143 
 Binary Female -5.756 1.7091 -9.106 -2.407 1 .001 
 Non-Binary 0a . . . . . 
Age 18–25 2.542 1.8269 -1.039 6.122 1 .164 
 26–35 1.464 1.6912 -1.851 4.778 1 .387 
 Over 35 0a . . . . . 
Chronic Anxiety Yes -3.627 1.4027 -6.376 -.878 1 .010 
 No 0
a . . . . . 
 RS Score  .059 .1058 -.148 .266 1 .577 
 (Scale) 32.084
b 4.5374 24.317 42.332   
Dependent Variable: ISMH Final Score; Note: reverse scored so that negative indicates higher ISMH 
Model: (Intercept), SDOH, Gender Identity, Age, Anxiety 






a much higher ISMH score. Those with a female gender identity were predicted to have ISMH 
scores 5.765 points lower than non-binary individuals. Therefore, the prediction model indicated 
that non-binary individuals would be significantly less likely to seek necessary medical help than 
GM individuals with a female identity, which may be one of the most important findings of this 
study and is discussed in more detail in Chapter Six. 
Summary 
 For this study, two research questions and their stated objectives were examined. After 
screening and cleaning of data, n = 100 were included in the data analysis and 13 did not do two 
of the three surveys. Those three surveys were a demographics survey, the ISMH: Action-
Intention subscale, and the GM-RSQ. Data were collected over a period of six weeks through 
Qualtrics
®
 online platform. Once data collection was complete, data were analyzed by examining 
descriptive statistics, Cronbach’s α for reliability of instruments, correlation analysis for presence 
of relationship, comparison of means between variables, and regression modeling to determine 
whether RS can predict ISMH when controlling common demographic and health related 
variables. 
 Descriptive statistics including frequencies, means, and SD were examined for patterns 
and insights among demographic and health related variables, ISMH, and RS variables. 
Cronbach’s α was examined for the measurements of the continuous variables, ISMH and RS. 
Dependent on the outcome of Levene’s test, either an ANOVA or a Welch’s test were run to 
determine the impact of demographic and health-related variables on ISMH and RS including a 
cluster of SDOH variables. Both tests were followed by a post hoc analysis for groups with more 
than two categories. The ANOVA test was followed by a Bonferroni post hoc and the Welch’s 
test was followed by a Games-Howell post hoc. Pearson’s correlation was used to assess the 
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relationship between ISMH and RS. It was found that there was not a statistically significant 
correlative relationship between RS and ISMH. Lastly, the multivariate linear regression enter 
and hierarchical modeling process was used to assess the confounding effects of chosen 
demographic and health-related variables including age, gender identity, chronic anxiety, and a 
cluster of SDOH (having insurance, education, and income) on the relationship of RS to ISMH. 
While SDOH clusters, chronic anxiety, and gender identity were found to be statistically 
significant, the model failed to demonstrate that RS predicts ISMH when controlling for 


















Chapter 5: Discussion  
This chapter includes the following: (a) discussion of the findings; (b) limitations of the 
study; (c) implications for nursing education; (d) recommendations for future research; and (e) 
summary.  
Discussion of the Findings 
This section provides a discussion of the study findings and includes the following 
sections: (a) demographic and health-related data; (b) RS; and (c) ISMH.  
Demographic and Health-related Data  
This study did not find a significant correlation relationship between ISMH and RS. 
Additionally, the study did not find that RS could explain the variance in ISMH, even when 
holding select demographic and health-related variables constant. However, some findings 
among the specific demographic and health-related variables suggested possible trends and 
warrant further exploration in future studies. Each variable is examined in the subsequent 
sections, and the important findings are discussed.  
Age 
The mean age of this study’s participants indicated that most were young adults. A 
majority of the study participants were under the age of 35, likely because most of the 
participants were recruited from two large university LGBTQ and Ally centers. Therefore, the 
recruitment flyer was mostly exposed to individuals that attended the universities and were 
college-aged. The lack of diversity among this group represented a limitation of the study; 
however, the study was still able to demonstrate interesting findings. For example, the 18–25-
year-old group was less likely than average to seek medical help, whereas the older individuals 
were more likely than average to seek medical help. Previous studies have demonstrated 
increased risky health behaviors, such as drinking and risky sexual behaviors, and decreased 
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health-seeking behaviors among college-aged individuals (CDC, 2006). Risky health behaviors 
are especially increased among young adults with chronic health conditions (Barsell, Everhart, 
Miadich, & Trujillo, 2018). Greater than 60% of those aged 18–25 years old in this study 
reported chronic anxiety/depression, putting them at a higher risk for not seeking necessary 
medical help. Among college-aged GM individuals, seeking medical help is even more disparate 
that cisgender college-aged individuals. LeFevor et al. (2019) examined college students who 
identified outside of binary cisgender or transgender identities and their health disparities. The 
authors found that those who were college students with non-binary gender identities and 
actively seeking mental health treatment had mental health outcomes that were significantly 
poorer than cisgender and transgender students who have binary gender identities. The 
genderqueer students reported almost 2/3 having contemplated suicide and 50% having made a 
suicide attempt (Lefevor et al., 2019). The authors suggested that outcomes would likely have 
been even poorer still for those individuals not seeking medical help.  
Although the current study failed to demonstrate significant relationships for age and RS, 
it did demonstrate that all ages of individuals in the study seemed to experience RS at very 
similar scores with only 1.73 points mean difference across all ages. Current literature on age or 
generation of individuals does not necessarily result in much difference in experience of 
rejection, stigma, and discrimination. Barsigian, Hammack, Morrow, Wilson, and Russell (2020) 
examined life experiences of genderqueer individuals across generations. They discussed three 
themes (unintelligibility of gendering, managing stigma and other rejecting societal experiences, 
and feeling dislocated from mainstream LGBTQ communities) across three generations. The 
theme regarding managing experiences of oppression, stigma and other experiences of being 
rejected by cisgender society were similar across generations. All aged genderqueer individuals 
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reported fear of the strong reactions by cisgender/cisnormative people of rejection to not being 
able to identify the individuals’ genders.  
The number of young adult participants in this study who reported chronic anxiety and/or 
depression was not surprising, as these diseases represent two of the most commonly reported 
mental health concerns among GM individuals, based on prior studies (Bockting et al., 2013; 
Connolly, Zervos, Barone, Johnson, & Joseph, 2016). GM young adults regularly experience 
mental health issues at rates that are significantly higher than their cisgender peers (Bockting et 
al., 2013; Lefevor et al., 2019). In the present study over 60% of participants who identified as 
non-binary GM individuals also reported having chronic anxiety and chronic depression. Every 
single individual in this study who was 18-24 years old  and identified as genderqueer or gender 
non-conforming also reported having chronic anxiety and all but one reported having chronic 
depression as well. James et al. (2016) found a generational difference, in which younger GM 
individuals were more likely to identify as non-binary versus older individuals, who more 
frequently identified as binary male/female identities. According to James et al., (2016), 
genderqueer and gender non-conforming individuals have a later onset of discovery of their 
gender identity than GM individuals with male/female identities. As Lefevor et al. (2019) 
suggests, college-aged genderqueer students may experience stressors in a more pronounced way 
during their early college years for this reason. This may additionally be compounded by being 
regularly invalidated by society because a lack of adherence to societally-perceived gender 
norms, regular misgendering through overt negative reactions and inaccurate pronouns, and even 
violence towards individuals that are not an obvious male or female gender expression (Lefevor 
et al., 2019; Matsuno & Budge, 2017; McLemore, 2017). Experiencing stressors at this time of 
life may inflate the feeling of lack of safety in one’s environment and lead to subsequent RS-
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typical reactions (Hendricks & Testa, 2012). As GM individuals develop a community of peer 
support, family support, and strengthen their resilience regarding their well-being and their 
gender identity, they are likely to report better ability to overcome adversity (Bockting et al., 
2013; Grant et al., 2011). The current study was not able to demonstrate whether RS-typical 
reactions decreased with increasing age as all but three individuals who identified as a non-
binary gender identity were older than 24 years old. 
Race/Ethnicity 
GM individuals of color often experience the magnification of barriers to healthcare, 
which exceed the barriers experienced by cisgender individuals of color (Bradford et al, 2013; 
Safer et al., 2016). GM individuals of color also experience discrimination at rates higher than 
Caucasian GM individuals (Kattari et al., 2017; White & Fontenot, 2019). Therefore, the role 
played by race/ethnicity in the experiences of GM individuals, for both RS and ISMH, was 
important to examine. In this study, Latino/Latina demonstrated a statistically significant higher 
than the mean level of RS than those individuals grouped as “other” including Bi/Multiracial, 
Pacific Islander and Native American, implying higher rates of experience with discrimination. 
These findings are similar to those reported by White and Fontenot (2019) when they examined 
the intersectionality between race and GM individuals, which found that GM Latinx individuals 
were significantly more discriminated against than any other racial group. 
One way that GM individuals can experience discrimination in healthcare is through 
language that is not inclusive of all gender identities (Seelman et al., 2017). On reflection, the 
present study was an example of non-inclusive language for GM individuals of Latin descent. 
The original survey for the demographic question on race/ethnicity presented the option for 
Latino/Latina but did not present the option Latinx, which would have been more appropriate.  
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Despite widespread experiences with discrimination in healthcare, African-American GM 
participants were still statistically significantly more likely to seek medical help than Caucasian 
GM participants. Studies examining the healthcare-seeking behaviors among people of color 
have been divided, as evidence exists that racial minorities seek medical help more frequently 
than Caucasian individuals, despite evidence of significant barriers to seeking medical help for 
racial minority individuals, but also avoid seeking medical help if a perceived need does not exist 
(Dornelas, Fischer, & DiLorenzo, 2014; Masuda et al., 2009).   
One other possibility contributing to Caucasians demonstrating less ISMH is because 19 
of the 42 Caucasian study participants were also non-binary gender identity. GM individuals 
with a non-binary gender identity are more likely to experience intersectionality, as they are 
more likely than binary GM individuals to belong to a racial or ability minority group (Burgwhal 
et al., 2019). 
The current study may have found that the category which grouped Bi/Multiracial, 
Pacific Islander, and Native American participants demonstrated low levels of RS; however, 
Kattari, Bakko, Hecht, and Kinney (2020) found that GM individuals who are Bi/Multi-racial 
were more likely than other GM individuals of color to be refused trans-related and general 
healthcare. The elevated levels of discrimination for Bi/Multiracial GM individuals is reflected 
in other studies including Kattari, Walls, Whitfield, and Lagenderfer-MaGruder (2015) and 
White Hughto, Murchison, Clark, Pachankis, and Reisner (2016). For this reason, Bi/Multiracial 
individuals were re-examined separately from the previously combined category. It was found 
that ISMH means were higher, reflecting very low likelihood to seek medical help, than any 
other racial group to seek medical help (M = 34.00, SD = 9.64). This may be in part due to 
having had negative experiences with seeking healthcare; however, RS scores did not support a 
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relationship between RS and ISMH as they were actually lower than the mean (M = 12.09 , SD = 
6.48), indicating low levels of RS. 
Gender Identity 
One of the more important findings of this study was that non-binary GM individuals 
(genderqueer and gender nonconforming) demonstrated a statistically significant difference in 
ISMH from GM individuals who have a binary (male/female) identity. Non-binary individuals in 
this sample were less likely to intend to seek medical help. This is one of the strengths of the 
study because it reflects current literature that non-binary GM individuals of college age 
experience more discrimination in social relationships and when seeking healthcare. For 
example, James et al. (2015) found that 49% of non-binary individuals were likely to desire 
medical intervention for gender affirmation versus 95% of transmale and transfemale 
populations, but were vastly less likely to seek gender-affirming healthcare (17% versus 71%).  
This may be associated with the continuing lack of acceptance of non-binary gender identities in 
contemporary society (Bockting et al., 2013; Hendricks & Testa, 2012 ).   
One practical example of stigma and discrimination that has been shown to be 
predecessor to physical and mental health disparities and healthcare barriers for all GM identities 
is misgendering. Misgendering is a common pattern in which an individual is not accepted by 
others as that individual’s affirmed gender (McLemore, 2014). One way this happens is through 
misuse of pronouns. GM individuals regularly report that poor healthcare experiences are 
wrought with misgendering in electronic healthcare records (Deutsch et al., 2013; Johnson et al., 
2020), with gender non-inclusive environments (Seelman et al., 2017; Tomita et al., 2019), and 
with HCPs not using gender-affirming language or pronouns (Tomita et al., 2019). Non-binary 
individuals report more frequent misgendering than transgender men or transgender women. 
Being frequently misgendered in the healthcare context may contribute to an avoidance of 
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seeking medical help. Relatedly, it may also contribute to expectations of future negative 
healthcare experiences (RS) and lead to poorer mental and physical health outcomes. However, 
this study did not demonstrate statistical significance supporting this possibility. 
Burgwhal et al. (2019) found that non-binary GM individuals generally reported lower 
SES status, more economic stress, reduced levels of well-being, and poorer self-reported general 
health. Individuals who identify as non-binary have been grouped with binary GM individuals 
for many years of GM research, but the non-binary population experiences health, health 
indicators, and health barriers differently from the binary population. Reisner and Hughto (2019) 
found that non-binary GM individuals have lower healthcare utilization, higher substance abuse, 
more unstable social support, and more violent victimization episodes. Additionally, as reported 
earlier, college-aged GM individuals regularly report heightened levels of chronic depression and 
anxiety. Budge, Rossman, and Howard (2014) also found that greater than 50% of genderqueer 
adults reported clinical depression and over 33% reported clinical anxiety.  
Although the historical paradigm of binary understanding regarding GM individuals and 
their health needs are changing, more research remains necessary to understand these differences 
(Motmans, Nieder, & Bouman, 2019). Gender expression was not examined in this current 
study; however, it is a necessary component of any future research examining non-binary gender 
identities.  
Because gender identity was the primary population focus for this study, the study was 
able to contribute to the literature by corroborating findings of current studies regarding ISMH 
among non-binary GM individuals and suggest associations with GM individuals and 




It must be noted that the sexual orientation of GM individuals is often complex, 
especially for those who are transitioning gender identities, resulting in a “switch” in sexual 
orientation (James et al., 2015; Mizock & Hopwood, 2016). Individuals that identify as GM may 
have complex life histories that brought them to their current identities. For example, an 
individual may have been born female and transitioned to male, been born female or male and 
transitioned to a non-binary gender, or many other possible individual scenarios. Therefore, the 
terms for sexual orientation do not always reflect the traditional understandings that would 
historically apply to cisgender individuals. Sexual orientation can be especially complex for non-
binary individuals because sexual orientation historically assumes a binary presentation (Motman 
et al., 2019). Similar to gender identity, this study assumes that sexual orientation is exactly as 
the individual reports, although different terms may have different definitions for each 
individual.  
The current study was able to demonstrate important findings with regards to sexual 
orientation and ISMH. Specifically, those who identified as queer represented a statistically 
significant reduction in their intent to seek needed medical help versus those who identified as 
heterosexual. In this current study almost 60% of participants indicated a sexual orientation that 
reflected a binary monosexual definition (heterosexual, gay, lesbian), or sexual attraction to only 
one gender identity. Conversely, 40% reported sexual orientation that reflects a non-monosexual 
definition, or sexual attraction to multiple gender identities (bi/pansexual or queer). 
The term queer is known in contemporary society to represent both a gender identity and 
a sexual orientation (James et al., 2015). Thus, the challenge for GM individuals is the blending 
of gender identity and sexual orientation in not only contemporary society, but also scientific 
research (dickey & Singh, 2016). Kuper, Nussbaum, and Mustanski (2012) suggested that 
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surveys regularly misrepresent sexuality of GM individuals adequately. Sexual orientation as a 
fluid concept for GM individuals was evidenced in a study from Katz-Wise, Reisner, Hughto, & 
Keo-Meier (2016) in which a majority of GM participants reported changing sexual attractions in 
their lifetime with non-binary/genderqueer individuals being more likely to have a non-
monosexual orientation (bi/pansexual or queer). This sometimes occurs during the gender-
affirmation transition due to evolving roles (Bockting et al., 2009).  
Individuals with a heterosexual orientation may be more likely to seek needed medical 
help than those with a queer sexual orientation due to heteronormative privilege (Mizock & 
Hopwood, 2016). In addition, GM individuals contend with cisnormative societal assumptions. 
When GM individuals have a conflated non-normative sexual orientation, they are at higher risk 
for excessive stigma and reaction to their person, even within GM communities (Bockting et al., 
2009). Frequent stigma, negative social interaction, and discrimination can lead to an avoidance 
of normalized institutional needs including healthcare (Bockting, 2013). Rahman, Li, and 
Moskowitz (2017), examining the healthcare utilization of bisexual+ (including pansexual and 
queer) transgender and cisgender individuals revealed several important findings that warrant 
further study, including that GM non-monosexual respondents report reduced healthcare 
utilization, know less about their health needs and recommendations, and have less comfort with 
HCPs. In this study, approximately 60% of those with binary GM identities also identified as 
non-monosexual, and over 80% of those with non-binary identities identified as non-
monosexual. GM individuals have been historically identified in healthcare research as 
qualifying under an umbrella of identities and sexual orientations and have been labeled as 
having the same or similar experiences. However, this current study and related studies support 
the notion that differences in the experience of healthcare exist among GM sexual orientation 
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subgroups. The findings from this study with respect to sexual orientation support a pressing 
need to further examine GM identities and sexual orientations and how these factors affect health 
behaviors, disparities, and barriers.  
Education 
Because the majority of the sample population were recruited from the university 
environment, the participants in this study were likely in various stages of pursuing a degree, 
either a 4-year degree or higher. Upon examining the data, given the recruiting environment, the 
initial options were recoded into categories that reflected the stages of education common to the 
sample. GM individuals who reported less than a 4-year degree did not differ significantly in 
ISMH or RS scores than those who had at least a 4-year degree. Prior to combining categories, 
four individuals who reported having greater than a 4-year degree were identified who had both 
higher than average RS scores and lower than average ISMH scores. This group was the only 
group that showed a significant correlation between RS and ISMH. Because four individuals do 
not represent a sufficiently large sample size to demonstrate significance, this may not be a real 
and significant finding; however, this possibility does warrant mention and should be explored in 
future studies. 
Participants who had less than a 4-year degree, likely implying individuals who were 
current undergraduate students at their universities had a statistically significant lower incidence 
of RS than those who had greater than a 4 year degree. With regards to the large number of non-
binary individuals in this study, it can be considered that a reason for this elevation in RS is 
because non-binary individuals affirm their gender identity later than male or female GM 
identities (James et al., 2015). Therefore, those newly affirming their identity may not have had 
the repeated exposures to social negativity that others who have been in their gender identity for 
longer have had. Specifically, graduate students often have a different and closer relationship to 
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fellow students and faculty as they work on individualized projects. Kinney (2005) found that 
GM graduate students reported a normalized experience with fellow students and faculty that did 
not support or affirm their GM identities with faculty having microaggressive and rude behaviors 
toward their graduate students.  Additionally, misgendering related to a non-binary presentation 
were reported most frequently among non-binary graduate students in a study by Goldberg, 
Kuvalaka, and dickey (2019), although it was also reported by GM individuals with binary 
identities. Participants greatest concerns were when they were misgendered by supervising 
faculty, mentors, and committee members (Goldberg et al. 2019). When this happened most 
would ignore the misgendering because of fears of offending or being off-putting to those in 
charge of the individuals’ educational outcomes. These reasons may have contributed to the 
outcome of this study as well. 
Health-related Variables 
Among the studied health-related variables, having adequate health insurance and having 
a regular relationship with an HCP are the most commonly cited variables associated with 
healthcare utilization in the literature (Bockting et al, 2013; James et al., 2015; White-Hughto et 
al., 2017). Those who report a comfortable relationship with a regular HCP, who is respectful 
and non-judgmental, are more likely to report positive experiences with seeking and receiving 
gender-transition-related healthcare, as well as healthcare in general (Johnson et al., 2020; 
Seelman et al., 2017). Conversely, GM individuals who experience non-inclusive and 
judgmental HCPs and healthcare environments are more likely to report negative healthcare 
experiences and worse general health, overall (Burgwhal et al., 2019; Kattari et al., 2019; 
Seelman et al., 2017). For this study, those who demonstrated the most highest levels of RS in 
conjunction with the lowest levels of ISMH scores were those individuals who did not have a 
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regular HCP. This is largely supported in GM healthcare studies (Bockting et al., 2013; James et 
al., 2015; Kosenko et al., 2013). 
Having adequate health insurance has also been cited as a factor that contributes to 
healthcare utilization among GM individuals (Bockting et al., 2004; Grant et al., 2010; James et 
al., 2015). Among the various groups of GM individuals, non-binary individuals are more likely 
than binary individuals to report inadequate health insurance (Reisner & Hughto, 2019). For 
those who did not have health insurance in this study, non-binary GM individuals were at least 
twice as likely as binary GM individuals to not have adequate health insurance. Not having 
adequate health insurance was statistically significant for having less ISMH and higher RS. 
These results are widely exampled across GM health literature. For example, dickey, Budge, 
Katz-Wise, and Garza (2016) found by reviewing two very large datasets from 2008 that all GM 
individuals were less likely than cisgender individuals to have adequate health insurance with 
White GM individuals being more likely than GM individuals of color to have insurance.  
Of the two reported chronic diseases, anxiety and depression both demonstrated statistical 
significance for reducing ISMH, with anxiety having means greater than depression (M= 32.05 
versus M = 31.67. As reported by White and Fontenot (2019), the emotions and feelings that are 
commonly cited by GM individuals regarding the healthcare system include fear, discrimination, 
and stigmatization. Although they may be predecessors to depression, these emotions are 
commonly associated with anxiety than with depression, which may contribute to the increased 
significance of chronic anxiety being associated with the predicted avoidance of seeking 
necessary medical care among GM individuals. Budge, Adelson, and Howard (2014) found that 
GM individuals regularly avoided seeking mental healthcare when having chronic or acute 




SES status is commonly referred to in general health-seeking behavior studies and has 
been shown to be a major factor in the ability of GM individuals to seek and maintain health, 
including overcoming environmental, financial, and social barriers (Bockting et al, 2013; Budge, 
Thai, Tebbe & Howard, 2016; James et al., 2015; White-Hughto et al., 2017). One aspect of SES 
is income. This study found that individuals reporting an income less than $25,000 annually were 
statistically significantly less likely to seek medical help as well as statistically significantly 
higher in RS than those with higher incomes. This is not surprising as poverty-level income is 
widely known to be associated with marginalization. With regards to GM individuals, 
specifically, the hallmark study by Grant et al. (2010) reported that 48% of GM individuals avoid 
seeking healthcare due to the inability to afford it. According to the James et al. (2016) 29% of 
GM individuals lived below poverty level with GM individuals of color reporting around 40% 
living at poverty level. 
In line with income, education, and health insurance findings, the cluster analysis 
revealed disparities between the lower SES group and both the middle and higher SES groups. 
Lower SES individuals were statistically significantly less likely to seek necessary medical help 
as well as had higher RS when compared with the middle SES and higher SES groups. All of the 
factors included in each cluster contributed to these outcomes. The lower SES group was the 
most vulnerable to experiencing internal and external barriers, due to a lack of income, which 
may be associated with difficulty obtaining a 4-year degree and a lack of reliable insurance, to 
provide healthcare security.  
ISMH and RS 
In general, when compared to prior normative data, this study’s sample showed lower 
levels of ISMH and higher levels of RS. From this sample, it was demonstrated that ISMH is 
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likely lower in those who have a GM identity. The study represented moderate levels of ISMH 
which may manifest as procrastinating seeking medical help, considering seeking alternatives to 
traditional medical help, and having some negative opinions on healthcare and HCPs. This could 
be contributed to a couple of reasons. Studies that examined ISMH and RS in college-aged 
populations were compared with this study for normative comparison. Although being a college 
student was not a requirement of this study, the sample was mostly recruited from universities 
and was likely mostly undergraduate or graduate college students. Therefore, it is reasonable to 
compare this study with studies also done with normative college-aged sample populations.  
Firstly, in their study, Fischer et al. (2013) found that college students demonstrated 
scores that were skewed towards being more likely to seek medical help when they had adequate 
health insurance. Other aspects that the authors found that supported having a higher ISMH were 
having a sense of control over their own health and well-being and whether or not they had a 
history of having a medical (acute) crisis (Fischer et al., 2013). Consistent with the wider body of 
research on health-seeking attitudes, those who had a history of medical crisis, adequate 
insurance, and also felt control over their health were two to four times more likely to have 
higher levels of ISMH. In this study, individuals with adequate health insurance also 
demonstrated means that were skewed towards being more likely to seek medical help when 
compared with those who did not have adequate health insurance (Bockting et al., 2013; 
Bradford et al., 2013; James et al., 2015).  
A sense of control over one’s own health and well-being was not specifically questioned 
in this study, but having lower than normal ISMH could represent that this study sample may 
have felt a lack of control over their own health and well-being. This is consistent with other 
research on the body image disturbance and gender dysphoria that GM individuals experience 
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(Becker et al., 2018; Johnson et al., 2020). Gender dysphoria is incongruence with experienced 
gender and sex assigned at birth. This study did not survey gender dysphoria or stage of gender 
affirming transition among the sample, but with the large amount of young individuals and 
individuals who had a non-binary identity; it is likely that most were in earlier stages of gender 
affirming transition. Non-binary individuals are much more likely than individuals who have a 
binary GM identity to seek gender affirming medical interventions, even though the desire exists 
(Bockting et al., 2013; Hendricks & Testa, 2012; James et al., 2015).  It is also possible that this 
sample demonstrated a lower than normal level of ISMH, in part, because of high presence of 
gender dysphoria and low presence of a feeling of control of their own health and well-being.  
There was very little statistical significance for RS found in the study’s sample; however, 
most demographic groups stayed near the overall mean score for RS, M = 15.28. This may 
indicate that the study’s sample demonstrated moderate RS despite race, age, SES, and any other 
demographic category that was surveyed. This may also imply that being a GM individual is a 
strong indicator of having at least higher than moderate levels of RS. Having this amount of RS 
may result in having hyper-sensitive reactions to perceived rejection that will likely result in 
some personal and interpersonal distress. It may even result in some instances in which the 
personal or interpersonal distress would interrupt the individual’s ability to interact with the 
environment in which the perceived rejection exists. Because of the higher incidence to which 
GM individuals experience rejection and associated distress in healthcare experiences, it is 
highly possible that healthcare environments would result in some interpersonal and/or personal 
distress for this study’s sample (Howell & Maguire, 2019).  
The RS scale has been used with many different marginalized populations but was 
originally designed to examine marginalized college-aged populations (Pachankis et al., 2008). 
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In a multi-part study, Mendoza-Denton et al. (2008) measured RS in 71 college-aged African 
American students. The authors used a survey for RS that is specific to race (Race-based RS). 
The study showed RS M = 11.7, SD = 5.78. When compared to this study, the Mendoza-Denton 
et al. (2008) study demonstrated levels of RS that were lower than this study’s sample. Gender 
identity was not asked about in the Mendoza-Denton et al. (2008) study. Because gender identity 
was not reported on, it can be assumed that the Mendoza-Denton et al. (2008) study participants 
were primarily cisgender. GM individuals may be unlikely to engage in research that is not 
specific to being a GM individual due to mistrust and fear of not being seen as a valid individual 
for participation (Levy et al., 2001). Therefore, when compared with normative data on another 
marginalized sample population, this study’s sample demonstrated higher than normal levels of 
RS. 
In order to demonstrate further comparison between this study’s sample and normative 
data, Park, DiRaddo, & Calegaro’s study from 2009 was compared to this study’s RS means. In 
their study on 114 male and 106 female college students and appearance-based RS, it was found 
that men had a mean score of 8.92 and women had a mean score of 11.31 (Park et al., 2009). 
This study is additionally a reasonable comparison because of the importance to which 
appearance plays a role in gender identity. The authors associated higher scores in their sample 
with higher levels of body dysmorphia and consequent mental health concerns including 
depression and anxiety (Park et al., 2009). Although gender identity was not examined in this 
study, it represents similar concepts of social norms of gender and how the more socially 
accepted individuals are perceived to be, the less RS they may display. For the Park et al. (2009) 
study, the sample demonstrated a lower than moderate level of RS for women and a low level of 
RS for men; each of which are lower than this study’s sample. 
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Many factors may have played a role in failing to recognize a statistical correlation 
between RS and ISMH in the sample including the geographical location, convenience sampling 
technique, and lack of diversity in the sample. More on limitations of the study are discussed in 
the following section. 
Limitations of the Study 
 The limitations of this study fall under three categories: methodology, study sample, and 
recruitment; measurement tools; and human factors. 
Methodology, Study Sample, and Recruitment 
 Although the chosen design was appropriate for addressing the aim and objectives of the 
study, limitations existed that were inherent to the methodology, sampling techniques, and other 
aspects of this study. The internet survey-based data collection approach can introduce bias, due 
to the inability to control the environment in which the surveys are completed. Because the 
surveys were obtained anonymously and electronically, the only way to ensure that participants 
met the inclusion criteria was based on the participant's self-reporting. Self-report can introduce 
other potential limitations. The sources of bias associated with the self-report may include 
selective memory, telescoping, attribution, and exaggeration (Field, 2013). However, every 
individual who completed the study received an e-gift card, via email, and in no instance was 
more than one e-gift card requested for any given email address. Although this metric is not able 
to guarantee that one individual does not complete each survey multiple times, it does increase 
the likelihood that all participants were, in fact, 100 separate individuals.  
Another limitation is sample bias, which is specific to non-probability, convenience 
sampling. Because of the convenience of seeking GM individual participants through 
geographically-similar environments, the variability among participants in the sample may not 
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represent the population, due to a lack of diversity among race, education, SES, or other 
variables. For this study, many of the participants were recruited from two major university 
settings in Oregon. The resulting sample included a large number of individuals who were 
educated and college-aged. This population may lack the experiences of having a chronic illness 
or being forced to seek extensive healthcare. Except for anxiety and depression, no other chronic 
illness was reported by more than one study participant. Additionally, the college environment in 
Oregon is characterized by higher acceptance and less tolerance for discrimination against 
individuals, based on gender identity and sexual orientation, as demonstrated by the early 
adoption of legislation, making Oregon the second state, after California, to strengthen anti-
discrimination laws against GM individuals, in 2017 (Basic Rights Oregon, 2017). This type of 
limitation is common for small and unique populations; however, this limitation does not refute 
the importance of continuing to perform research examining these groups (Bonevski et. al., 
2014).  
Recruiting research participants from small and vulnerable minority populations poses a 
natural challenge because extra care must be taken to protect the emotional and mental stability 
of the research participants, and participants may have higher levels of mistrust in the anonymity 
of the research process (Bonevski et. al., 2014). Additionally, when many subgroups are 
analyzed within the already small population being researched, larger subgroups may 
overshadow smaller subgroups, as observed with GM populations (Korngeibel, Taulaii, 
Forquera, Harris, & Buchwald, 2015). For example, gender identity is unique to all individuals. 
Whether one has a binary male/female or non-binary, fluid or fixed gender identity or 
expression, many terms exist to represent an individuals’ personal and unique identity and the 
expression of their identity. This poses smaller and smaller subgroups that have specific 
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experiences and subsequent health needs. Although performing research among minority 
populations may result in a smaller than desired sample size, continuing to engage in such 
research remains important (Kirkendall & White, 2018).  
Measurements 
Although the study instruments demonstrated reliability and validity during prior studies, 
the application of these instruments in this study posed some possible limitations. For example, 
the tool used to measure RS in the sample was adapted from an instrument that was previously 
used to measure Gay-related RS. Although the two concepts are similar, they are not the same 
experiences, and the use of this measurement to examine GM RS may have introduced some 
limitations. The tools used in this study did not account for any difference in the experiences of 
binary versus non-binary GM individuals.  
Multiple surveys were associated with this study, and potential confusion surrounding the 
two-part, scenario-based, RS measurement tool may have represented a limitation, as the RS 
measurement tool was more complex than the simpler ISMH measurement tool. Efforts were 
made to mitigate these possible issues, such as ensuring that the full survey regimen could be 
completed in fewer than 30 minutes, and the survey directions and questions were subjected to 
scrutiny by several individuals and committee. Each survey was reviewed by HCPS, who 
provided feedback regarding the clarity of statements and timing. 
Human Factors 
As with any research, human factors may contribute to the limitations of the study, 
including, misunderstood directions, miskeyed answers, or performing the surveys too rapidly 
(Field, 2013). Because survey access was open to any individual, some participants may have 
misconstrued the definition of GM individuals or purposefully misrepresented themselves as 
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GM. Finally, the 13 participants who did not complete the surveys and were thus deleted from 
the study may have lost internet accessibility or experienced other technical issues, resulting in 
the loss of valuable data. However, human factors are always present and cannot be fully 
accounted for when working with large populations of diverse people. Ultimately, despite the 
limitations, the results of this study contribute to the field because it represents the first study to 
examine the effect of RS on ISMH in the GM population. 
Implications for Nursing 
 The implications of this study for nursing and nursing education are numerous. 
Specifically, the implications of this study can be categorized as nursing practice, nursing 
education, and nursing research.  
Nursing Practice 
Despite GM patients not representing a new population to healthcare, evidence-based 
best practices for this group of individuals remain in need of deeper development (White & 
Fontenot, 2019). Current literature supports a widely felt opinion that healthcare environments 
are non-inclusive of diverse gender identities; however, nurses can represent the forefront of 
change (Bosse et al., 2018). By supporting patients, through the use of their preferred names and 
pronouns, updating and correcting inaccurate and outdated electronic medical record systems, 
and role modeling to colleagues that are less well-educated regarding GM healthcare, nurses can 
foster an environment that supports empathy and care for all persons of all diverse identities 
(Bosse et al., 2019; Day-Calder, 2017; Eyssel et al., 2017). This study supported the findings of 
previous studies, which showed that having insurance and having a regular HCP support the 
likelihood of seeing necessary medical help.  
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Of all of the chronic diseases listed in the demographics survey, only chronic anxiety and 
chronic depression were reported by more than one participant, with 39 participants reporting 
each disease among this sample. Of the participants reporting depression and/or anxiety, over 
60% were non-binary GM individuals. A paucity of education exists to facilitate the 
understanding of mental healthcare education and treatment, particularly with regard to the non-
binary population’s mental healthcare needs. Therefore, those without regular HCPs may be less 
likely to seek medical help, due to the fear of stepping into an unknown environment, in which 
the practitioners are not known to the patient. As first-contact clinicians, nurses can also be the 
first to embrace all gender identities and to improve the commonly felt notion that healthcare 
environments are non-inclusive of diverse gender identities. Although nursing practice has been 
gradually working toward improving trans-inclusivity for GM patients, nursing education must 
also be contemporary in its approach to preparing new nurses capable of caring for binary and 
non-binary GM patients in their nursing practices (White & Fontenot, 2019). 
Nursing Education 
 Nursing curricula across the nation have historically and significantly underrepresented 
care for GM patients (Abeln & Love, 2019). Research, including the results of this study, has 
demonstrated that GM individuals have diverse and unique healthcare needs, which requires 
increased education among clinicians, including nurses. One of the most significant areas to 
address in nursing education to prepare for the treatment of this population is mental healthcare. 
Interdisciplinary health education, including nursing, lacks recommendations and instructions 
regarding the best practices for GM mental health (Kattari et al., 2019). Additionally, nursing 
education has improved, in some respects, due to efforts to increase the awareness of 
terminology that is typically applied to GM patients; however, a sense of ignorance prevails 
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when educators teach outdated terms and underrepresent patients who do not have binary GM 
identities (Abeln & Love, 2019). As with any healthcare issue, nursing educators must stay 
current in the information that they pass to future nurse clinicians. 
Recommendations for Future Research 
 Although the study failed to demonstrate a relationship between RS and ISMH in the 
sample population, it succeeded in raising questions that will be important for guiding future 
studies, including studies that examine health, SDOH, and health disparity differences between 
binary and non-binary GM populations. The recommendations for future research relate most 
significantly to the examination of medical help-seeking experiences between binary and non-
binary GM individuals, in addition to the intersectionality among GM identities and non-
monosexualities. Chronic mental and physical health conditions would also be important to 
examine with regards to intersectionality of gender identities and sexual orientation. 
Additionally, studies geared toward educational interventions for current and future health 
practitioners and intervention studies for diverse non-binary GM populations would be novel and 
crucial for the current body of research on healthcare needs of GM individuals. 
 Summary 
 This research study sought to examine whether there was a correlation relationship 
between RS and ISMH for GM individuals. Although no direct correlation was found, several 
areas of interest and strength were discovered. Specifically, it was identified that non-binary GM 
individuals present with greater health concerns than GM individuals with binary identities, 
especially with regards to mental health. In this study sample levels of chronic anxiety and 
depression were higher for those identifying as non-binary GM. Several SDOH indicators in the 
sample were shown to have ISMH scores indicating less ISMH than average including not 
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having a regular HCP, not having insurance, having chronic anxiety, being low income, being of 
Caucasian race/ethnicity, age under 26 years old, having non-binary gender identity, and having 
non-monosexuality. This study was able to support these several areas of current literature on 
healthcare access and utilization for GM individuals.  
With regards to gaps in the GM health literature, more research is needed on health-
seeking and RS-related experiences for non-binary GM individuals and GM individuals with 
dynamic and fluid sexual orientations. This study supported and added to current literature on 
both of these topics. Most importantly it was discovered that there is possibly a link in this 
sample population between non-binary GM identities, non-monosexualities and lowered ISMH. 
Although this study failed to demonstrate a statistically significant relationship between RS and 

















The purpose of this research is to examine the effect of rejection sensitivity on ISMH for gender 
minority individuals and to help improve access to healthcare for gender minority individuals. 
This research is not supported by any organization or agency. 
 
Gender minority individuals are people whose male or female gender assigned to them at birth 
does not typically or regularly match their gender identity. This may include people who identify 
as transgender, queer, gender non-conforming, and many similar terms on the gender identity 
spectrum.  
 
Rejection sensitivity is a consequence of having experienced rejection many times in your life, 
causing you to be hyper-aware and anxious about being rejected. We are interested in examining 
whether rejection sensitivity effects the decisions that gender minority individuals make when 
deciding to get medical help.  
 
This study has three surveys that  
(a) ask questions about background information including demographic and health-related 
information, and takes approximately 3 minutes to complete, 
(b) asks you to rate your thoughts on imaginary experiences with rejection, and takes 
approximately 12 minutes to complete, 
(c) asks you to rate statements about seeking medical help, and takes approximately 10 minutes 
to complete,  
 
These questionnaires take approximately 25 minutes to complete and should be completed in one 
sitting. Please make sure you have a reliable internet connection. 
 
Section A: Background Information 
This first section is to collect background information. This section has 12 questions and should 
take about 3 minutes to complete. 
 




If the answer is Yes, please continue to the next question. If the answer is No, please end this 
survey as you do not meet inclusion criteria for this study. 
 








f. over 65 
 
3. What term most closely describes your racial identity. (Choose one) 
a. African American/Black 
b. Asian American/Asian 
c. Pacific Islander 
d. Native American/American Indian 
e. Latino/Latina 
f. White 
g. Pacific Islander 
h. Bi-racial or Multi-Racial 
 
4. What term most closely represents your gender identity? (Choose one) 
a. Male/Man 
b. Transmale/Transman (FTM) 
c. Transmasculine spectrum 
d. Female/Woman 
e. Transfemale/Transwoman (MTF) 
f. Transfeminine spectrum 
g. Non-binary or gender non-conforming 
h. Genderqueer 
i. Intersex 
j. A term different than given choices (fill-in):______________ 
 




6. What term most closely represents your sexual orientation? (Choose one) 
a. Heterosexual 





g. A term other than the given choices (fill-in):_____________ 
 








b. Heart Disease 
c. Chronic Lung Disease 
d. Cancer 
e. Chronic Inflammatory Bowel disease 
f. Chronic Viral infection (ex: HIV/AIDS, Hepatitis C) 
g. Chronic Depression 
h. Chronic Anxiety 
i. Obesity 
j. You are pregnant 
k. None 
l. Other (fill in):______________ 
 
9. How much is your annual household income? 







10. How much education do you have? 
a. Less than HS diploma or GED 
b. HS diploma or GED 
c. Some college 
d. Associate’s or technical degree 
e. Bachelor’s degree 
f. Master’s degree 
g. Doctorate or terminal professional degree  
 




d. I don’t have health insurance 
 









Section B: Intent to Seek Medical Help Survey: Action-Intention Subscale 
In this section you will be given 12 short scenarios related to seeking medical help. Choose one 
of the following responses to each scenario: agree, partly agree, partly disagree, or disagree. 
This section should take about 10 minutes to complete. 
 
1. I would rather live with some physical problems than go through a lot of medical tests and 
checkups.    
a. Agree 
 b. Partly Agree 
 c. Partly Disagree 
 d. Disagree 
 
2. I intend to get medical help right away if I have a health problem that is worrying me.   
a. Agree 
 b. Partly Agree 
 c. Partly Disagree 
 d. Disagree 
 
3. If I have what I think is a medical symptom (such as continuous pain or a suspicious lump), I 
go to the doctor right away to have it checked.  
a. Agree 
 b. Partly Agree 
 c. Partly Disagree 
 d. Disagree 
 
4. Considering all the time and expense connected with medical checkups, and the results they 
come up with, routine checkups are hardly worth the bother.  
a. Agree 
 b. Partly Agree 
 c. Partly Disagree 
 d. Disagree 
 
5. I always have a doctor that I trust, who knows me and my medical situation thoroughly.  
a. Agree 
 b. Partly Agree 
 c. Partly Disagree 
 d. Disagree 
 
6. When I have doubts or questions about my physical health, I find out what is wrong from a 




 b. Partly Agree 
 c. Partly Disagree 
 d. Disagree 
 
7. I would never go for more than a year without seeing my doctor, at least for a checkup.  
a. Agree 
 b. Partly Agree 
 c. Partly Disagree 
 d. Disagree 
 
8. If I had a physical problem that I thought could be serious, I would contact a doctor or go to a 
hospital emergency room without hesitation. 
a. Agree 
 b. Partly Agree 
 c. Partly Disagree 
 d. Disagree 
 
9. I would willingly talk about personal problems with a doctor if I thought it could help me or a 
member of my family.  
a. Agree 
 b. Partly Agree 
 c. Partly Disagree 
 d. Disagree 
 
10. If I have a serious symptom, such as continuous pain, bleeding, or coughing, I call for an 
appointment right away.  
a. Agree 
 b. Partly Agree 
 c. Partly Disagree 
 d. Disagree 
 
11. Even when I know I probably should go to the doctor, I tend to put it off.   
a. Agree 
 b. Partly Agree 
 c. Partly Disagree 
 d. Disagree 
 
12. If I believed I had a potentially serious medical problem, my first action would be to get 
professional attention for it. 
a. Agree 
 b. Partly Agree 
 c. Partly Disagree 




Section C: Gender Minority Rejection Sensitivity Questionnaire 
In this survey you will be given 14 short situations. Please read the following descriptions of 
situations and answer the two questions that follow each one.  Imagine each situation as vividly 
as you can, as if you were actually there. This section should take about 12 minutes to complete. 
 
1. You bring a partner to a family reunion.  Two of your old-fashioned aunts don’t come talk to 
you even though they see you.  
How concerned or anxious would you be that they don’t talk to you because of your gender 
identity? (circle one)   
1   2   3   4   5   6 
Very unconcerned                                    Very concerned   
How likely is it that they didn’t talk to you because of your gender identity?  (circle one)   
1   2   3   4   5   6 
Very unlikely                                    Very likely   
 
2. A 3-year old child of a distant relative is crawling on your lap.  His mom comes to take him 
away.     
How concerned or anxious would you be that the mom took him away because of your gender 
identity? (circle one)   
1   2   3   4   5   6 
Very unconcerned                                    Very concerned   
How likely is it that the mom took him away because of your gender identity?  (circle one)   
1   2   3   4   5   6 
Very unlikely                                    Very likely 
 
3. You’ve been dating someone for a few years now, and you receive a wedding invitation to a 
friend’s wedding.  The invite was addressed only to you, not you and a guest.     
How concerned or anxious would you be that the invite was addressed only to you because of 
your gender identity?  (circle one)  
1   2   3   4   5   6 
Very unconcerned                                    Very concerned   
How likely is it that the invite was addressed only to you because of your gender identity? (circle 
one)   
1   2   3   4   5   6 
Very unlikely                                    Very likely   
 
4. You go to a job interview and the interviewer asks if you are married.  You say that you and 
your partner have been together for 5 years.  You later find out that you don’t get the job.  
How concerned or anxious would you be that you didn’t get the job because of your gender 
identity?  (circle one)   
1   2   3   4   5   6 
Very unconcerned                                    Very concerned   
How likely is it that you didn’t get the job because of your gender identity? (circle one)    
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1   2   3   4   5   6 
Very unlikely                                    Very likely   
 
5. You are going to have surgery, and the doctor tells you that he would like to give you an HIV 
test.    
How concerned or anxious would you be that he gave you an HIV test because of your gender 
identity? (circle one)   
1   2   3   4   5   6 
Very unconcerned                                    Very concerned   
How likely is it that he gave you an HIV test because of your gender identity? (circle one)    
1   2   3   4   5   6 
Very unlikely                                    Very likely   
 
6. You go to donate blood and the person who is supposed to draw your blood turns to her 
coworker and says, “Why don’t you take this one?”    
How concerned or anxious would you be that she asked her co-worker to draw your blood 
because of your gender identity?  (circle one)   
1   2   3   4   5   6 
Very unconcerned                                    Very concerned   
How likely is it that she asked her co-worker to draw your blood because of your gender 
identity? (circle one)    
1   2   3   4   5   6 
Very unlikely                                    Very likely   
 
7. You go get an STD check-up, and the man taking your sexual history is rude towards you.   
How concerned or anxious would you be that he is rude towards you because of your gender 
identity?  (circle one)   
1   2   3   4   5   6 
Very unconcerned                                    Very concerned   
How likely is it that he is rude towards you because of your gender identity? (circle one)    
1   2   3   4   5   6 
Very unlikely                                    Very likely   
 
8. You bring a date to a fancy restaurant and you are seated away from everyone else in a back 
corner of the restaurant.     
How concerned or anxious would you be that you were seated there because of your gender 
identity?  (circle one)   
1   2   3   4   5   6 
Very unconcerned                                    Very concerned   
How likely is it that you were seated there because of your gender identity? (circle one)    
1   2   3   4   5   6 
Very unlikely                                    Very likely   
 
9. Only you and a group of macho men are on a subway train late at night.  They look in your 
direction and laugh.     
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How concerned or anxious would you be that they are laughing at you because of your gender 
identity? (circle one)   
1   2   3   4   5   6 
Very unconcerned                                    Very concerned   
How likely is it that they are laughing at you because of your gender identity? (circle one)    
1   2   3   4   5   6 
Very unlikely                                    Very likely   
 
10. You and your partner are on a road trip and decide to check into a hotel in a rural town.  The 
sign out front says there are vacancies.  The two of you go inside, and the woman at the front 
desk says that there are no rooms left.    
How concerned or anxious would you be that she lied to you because of your gender identity? 
(circle one)   
1   2   3   4   5   6 
Very unconcerned                                    Very concerned   
How likely is it that she lied to you because of your gender identity? (circle one)    
1   2   3   4   5   6 
Very unlikely                                    Very likely   
 
11. You go to a party and you are the only gender minority person there.  No one seems 
interested in talking to you.    
How concerned or anxious would you be that no one talks to you because of your gender 
identity?  (circle one)   
1   2   3   4   5   6 
Very unconcerned                                    Very concerned   
How likely is it that no one talked to you because of your gender identity? (circle one)    
1   2   3   4   5   6 
Very unlikely                                    Very likely   
 
12. You are in a locker room that is consistent with your gender identity at a gym.  One person 
nearby moves to another area to change clothes.     
How concerned or anxious would you be that that person moved to another area to change 
because of your gender identity?  (circle one)   
1   2   3   4   5   6 
Very unconcerned                                    Very concerned   
How likely is it that that person moved to another area to change because of your gender 
identity? (circle one)    
1   2   3   4   5   6 
Very unlikely                                    Very likely   
 
13. Some colleagues are talking about baseball.  You force yourself to join the conversation, and 
they dismiss your input.     
How concerned or anxious would you be that they dismissed your input because of your gender 
identity?  (circle one)   
1   2   3   4   5   6 
Very unconcerned                                    Very concerned   
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How likely is it that they dismissed your input because of your gender identity? (circle one)    
1   2   3   4   5   6 
Very unlikely                                    Very likely   
 
14. Your colleagues are celebrating a co-worker’s birthday at a restaurant.  You are not invited.  
How concerned or anxious would you be that they dismissed your input because of your gender 
identity?  (circle one)   
1   2   3   4   5   6 
Very unconcerned                                    Very concerned   
How likely is it that they dismissed your input because of your gender identity? (circle one)    
1   2   3   4   5   6 












INFORMED CONSENT  
Department of Nursing 
    
TITLE OF STUDY: Rejection Sensitivity and the Intent to Seek Medical Help in Gender 
Minority Individuals  
 
INVESTIGATOR(S): Dr. Dieu-My Tran, Dr. Catherine Dingley, Dr. Michael Johnson, Dr. 
Andrew Spivak, and KellyAnn Garthe (PhD Student).  
 
For questions or concerns about the study, you may contact KellyAnn Garthe at 503-983-6521.   
For questions regarding the rights of research subjects, any complaints or comments regarding 
the manner in which the study is being conducted, contact the UNLV Office of Research 
Integrity – Human Subjects at 702-895-2794, toll free at 877-895-2794 or via email at 
IRB@unlv.edu. 
    
 
Purpose of the Study 
You are invited to participate in a research study.  The purpose of this research is to examine the 
effect of rejection sensitivity on intent to seek medical help for gender minority individuals and 
to help improve access to healthcare for gender minority individuals. Gender minority 
individuals are people whose male or female gender assigned to them at birth does not typically 
or regularly match their gender identity. This may include people who identify as transgender, 
queer, gender non-conforming, and many similar terms on the gender identity spectrum. This 
may also include intersex individuals. 
Rejection sensitivity is a consequence of having experienced rejection many times in your life, 
causing you to be hyper-aware and anxious about being rejected. We are interested in examining 
whether rejection sensitivity effects the decisions that gender minority individuals make when 
deciding to get medical help.  
. 
Participants 
You are being asked to participate in the study because you fit these criteria: a) age 18 and older, 
b) having a gender identity that is not traditionally or not consistently associated with the male or 
female gender that was assigned to the individual at birth. May include intersex; individuals 
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having a gender identity that may or may not match the sex assigned at birth and the genetic sex 
and phenotypic sex do not match or are somehow different from the "standard" definition of 
male or female. 
 
Procedures  
If you volunteer to participate in this study, you will be asked to do the following:  
 Complete three surveys on a computer, laptop, tablet, or smart phone, taking a total of 
approximately 25 minutes  
o Demographics survey, 12 multiple-choice questions 
o Gender Minority Rejection Sensitivity Survey, 14 two-part questions 
o Intent to Seek Medical Help Survey, 12 questions 
 Upon completion you will be invited to enter your email address in order to receive a $10 
eGift Card. 
  
Benefits of Participation  
There may be no direct benefits to you as a participant in this study.  However, we hope to learn 
the effect of rejection on healthcare disparities for gender minority individuals. Ultimately, we 
hope this research may help to improve future gender minority healthcare. 
 
Risks of Participation  
There are risks involved in all research studies. This study may include only minimal risks.  
Possible risks include an onset or “trigger” of stress, anxiety, or hypersensitive reaction to the 
subject of the questions being asked. Because the survey topics include situations in which you 
may actually or vicariously experience stress or rejection, it is possible that you may experience 
undue stress, anxiety, or rejection while taking the surveys. Social risk is highly unlikely; 
however, it is possible if you are not “out”, or not known to be a GM individual, you could be 
“outted” if someone sees you taking the survey. This is a highly unlikely situation.  
 
Cost /Compensation 
There will not be financial cost to you to participate in this study. The study will take 
approximately 30 minutes of your time total (including informed consent).  You will be 
compensated for your time. Upon completion of all three surveys you will be invited to enter 
your email in order to receive a $10 eGift Card. You will only receive this compensation if you 
complete all three of the surveys. The University of Nevada, Las Vegas may not provide 
compensation or free medical care for an unanticipated injury sustained as a result of 





All information gathered in this study will be kept as confidential as possible.  No reference will 
be made in written or oral materials that could link you to this study.  All records will be 
encrypted and stored in a password-locked computer/laptop, used solely for this research, for 3 
years after completion of the study.  After the storage time the information gathered will be 
deleted by KellyAnn Garthe. 
  
Voluntary Participation  
Your participation in this study is voluntary. You may refuse to participate in this study or in any 
part of this study.  You may withdraw at any time without prejudice to your relations with 
UNLV. You are encouraged to ask questions about this study at the beginning or any time during 
the research study.  
 
Participant Consent:  
I have read the above information and agree to participate in this study.  I have been able to ask 
questions about the research study.  I am at least 18 years of age.  A copy of this form is available 
for you to download. 
 
             
Signature of Participant                                             Date  
 
        






























Type of Venue       Venue Name  
Social media and social organizations  GLAAD https://www.glaad.org/ 
 Trans*ponder http://transponder.community/ 
 Northwest Gender Alliance  http://www.nwgenderalliance.org/ 
 Basic Rights Oregon http://www.basicrights.org/ 
 Lower Columbia Gender Alliance https://www.lcqcastoria.org/ 
Regional GM clinics  Oregon Health Sciences University Transgender Health Program (Portland) 
 Northwest Gender Pathways Clinic (Portland) 
 T-Clinic Legacy Health (Portland & Beaverton) 
 Outside-In (Portland) 
 Quest Center (Portland) 
 White Bird Clinic (Eugene) 
Regional university and community 
organizations 
 Western Oregon University  
 Q Center: Portland and Astoria 
 Oregon State University 
 University of Oregon 
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